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Recent Experiences with Gastric Malignancies” 
Kenneth C. Sawyer, M.D., and H. P. Marvin, M.D. 


Denver, Colorado 


It is estimated that 40,000 people die in the 
United States each year from carcinoma of the 
comach. This is an appalling number, to say the 
cast. The reported five-year survival rates, which 
ange from 0 to 6.6 per cent, indicate that the sur- 
gical treatment of carcinoma of the stomach leaves 
much to be desired and presents a vital challenge to 
the medical profession. Obviously the only solution 
for this problem lies in an earlier diagnosis which 
means the recognition of asymptomatic carcinoma 
of the stomach and a more extensive excision of the 
cancer bearing portion of the stomach and con- 
tiguous organs when the condition is encountered 
in the operating room. 

For the purpose of re-emphasis we shall endeavor 
to present the following: 

1. An evaluation of standard diagnostic proce- 
dures used in determining the presence of cancer of 
the stomach. 

2. A discussion of the ubiquitous gastric ulcer 
problem. 

3. Enumeration of the technical improvements 
that have extended and will continue to extend the 
operability of carcinoma of the stomach. 

4. Illustration of the range of operability by pre- 
senting brief case histories. 

In evaluating procedures used in the diagnosis of 
carcinoma of the stomach we are impressed with 
the fact that the resectability rate and five-year sur- 
vival rates vary in direct proportion to the number 
and quality of roentgenograms included in the rou- 
tine examination of patients. At the present time 
roentgenologic examinations, including spot films 
and fluoroscopic studies, are the only methods cap- 
able of discovering a lesion that might be a curable 
gastric cancer although gastroscopy may be helpful 
in some cases. 

Wylie! reported a series of fluoroscopic and x-ray 
film studies on approximately 400 American sol- 
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diers and 400 German soldiers with gastro-intestinal 
complaints. These studies revealed one per cent of 
the German prisoners with carcinoma of the stom- 
ach whereas no malignant lesions were demonstrated 
in the American group. The series of gastro-intes- 
tinal roentgenograms on 500 normal persons re- 
ported by Dailey and Miller? did not reveal any 
cases of gastric carcinoma, indicating that this is too 
small a number to be significant. The mass fluoro- 
scopic and roentgenogram study made by St. John, 
Svenson, and Harvey’ revealed three gastric malig- 
nancies in 2,413 asymptomatic patients in the can- 
cer age group. Mass studies of this nature are sig- 
nificant but they are expensive as well as time-con- 
suming and, to be of value, should be repeated at 
three to six month intervals. Kirklin* points out 
that 30 per cent of our population or 42,000,000 
individuals are past the age of 40 and thus in the 
cancer age group. He estimates that “it would take 
1,917.6 roentgenologists examining a stomach every 
two minutes for eight hours every day of the year, 
including Sundays and holidays, year after year con- 
tinuously to make a satisfactory survey of this group 
of people every three months.” It has been suggested 
that carcinoma of the stomach be made a public 
health problem and that government subsidies be 
used for conducting diagnostic surveys. If this were 
practical then every lethal ailment should fall in the 
same category. 

The best solution undoubtedly lies in instituting 
practical criteria for diagnostic study and for sur- 
gical exploration. Such a program has been estab- 
lished by Rigler> and his co-workers® who subject 
all patients with histamine achlorhydria, pernicious 
anemia, known gastric polyps, a suspicious family 
history of cancer or blood in their stools to ex- 
haustive, careful, and repeated roentgen studies. 

Chronic Gastric Ulcer 

Special emphasis should be given to the fact that 
cancer can develop in a chronic gastric ulcer just as 
it does in a skin ulcer or chronic ulcer in other parts 
of the body. Differences of opinion exist regarding 
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whether or not a chronic gastric ulcer becomes 
malignant or was malignant from the onset. Abra- 
hamson and Hinton’ have followed 165 cases of 
gastric ulcer over periods of one to 19 years and 
have failed to find a single case in which the trans- 
formation from a benign ulcer to a gastric neoplasm 
could be proved. That cancer occasionally develops 
in a gastric ulcer is generally recognized. We all re- 
member the old but fallacious teaching that if an 
ulcer was smaller than 214 centimeters it was prob- 
ably benign and if it was larger than 2! centimeters 
it was probably malignant. It is apparent that the 
percentage of error (10.1 per cent® to 19.8 per 
cent?) in mistaking gastric cancer for benign gas- 
tric ulcer is greater than the surgical mortality for 
subtotal gastrectomy. Thus we believe that all gas- 
tric ulcers should be considered surgical problems. 
Whether a lesion is malignant from its onset or 
has become malignant is not the important factor. 


It is also pertinent to recall the following figures, 
namely—that lesions of the stomach are malignant: 
on the lesser curvature 10 times out of 100; in the 
pre-pyloric area 65 times out of 100; in the pylorus 
10 times out of 100; on the anterior and posterior 
walls 20 times out of 100 and those on the greater 
curvature in 97 per cent of all instances. 

The nature of the lesion as shown on the roentgen- 
ogram is significant. If an ulcer is shallow or irregu- 
lar, if it makes the adjacent gastric rugae indiscrete, 
or if it shows any degree of luminal invasion, it 
should be treated as a gastric carcinoma until proved 
otherwise. Even after the pathologist has the tumor 
under the microscope there can be an error. We are 
all familiar with the so-called “ring form” cancer 
in which the tumor has undergone peptic ulceration 
and become completely eroded. The patient returns 
later with inoperable metastatic carcinoma. 


Technical improvements that have been impor- 
tant in extending resectability of carcinoma of the 
stomach: 


1. The thoracic and abdominothoracic incision 
and the refinements in anesthesia which have made 
this approach possible. 

2. Total gastrectomy. 

3. The resection of organs close to the stomach 
when invaded by the malignant process. 

When one considers that from 30 to 50 per cent 
of all carcinomas of the esophagus occur in the 
lower one-third of this organ and that from 10 to 
20 per cent of all carcinomas of the stomach are 
near the cardia, the value of the thoracic and ab- 
dominothoracic approach is obvious. Prior to the 
advent of this incision these lesions were consid- 
ered inoperable. 

Total gastrectomy, as advocated by Longmire,!° 
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has undoubtedly increased the range of operability 
of carcinoma of the stomach and should have a fa- 
vorable effect upon future survival statistics. We 
feel that, in large lesions and especially in lesions 
near the cardiac end of the stomach, total gastrec- 
tomy is the operation of choice although it carries 
a higher operative mortality. However, it is sur- 
prising to note comparatively insignificant nutri- 
tional disturbances following total gastrectomy. The 
utilization of the Roux-Y esophago-jejunostomy im- 
proves the mechanics of this operation and di- 
minishes the likelihood of a leak at the anastomosis. 


We do not hesitate to remove a portion of the 
liver when it is invaded by contiguity from car- 
cinoma of the stomach. Frequently a large per- 
centage of tissue in an apparently inoperable mass 
is inflammatory. It is conceded that the greater 
omentum should be removed in all malignant le- 
sions of the stomach. We have resected a portion 
of the pancreas on many occasions and have been 
favorably surprised at the low incidence of pan- 
creatic fistulae following this procedure. If the 
malignant lesion invades the head of the pancreas 
a more serious problem is encountered. One should 
weigh the operative mortality and the patient's fu- 
ture discomfort against the likelihood of a cure be- 
fore removing this important segment of the organ. 


The spleen is seldom invaded by metastatic carci- 
noma but its removal facilitates exposure of the 
gland-bearing area around the stomach. We believe 
that one should not hesitate to remove the spleen 
when more adequate exposure is necessary. 


Report of Cases 
Case 1, Carcinoma of Gastric Cardia Extending to 

Esophagus 

History: A 60-year-old male. Symptoms of dys- 
phagia, retrosternal pain and weight loss. 

X-ray: Filling defect in the lower third of the 
esophagus. 

Esophagoscopic examination: Lesion could not be 
visualized because of edema. 

Operation: June 3, 1946. Esophagogastrectomy 
and esophagogastrostomy through an abdomino- 
thoracic approach. 

Pathology: Adenocarcinoma of esophagus. 

Comment: Ten per cent of gastric malignancies 
occur in the cardiac end of the stomach and from 
33 per cent to 50 per cent of all malignancies of the 
esophagus occur in the lower third. This operation 
offers a method for radical excision of the growth 
and a physiologic restoration of esophagogastric con 
tinuity. 

Case 2, Carcinoma of Gastric Cardia 
History: This 79-year-old man had a typica 
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pernicious anemia history of 14% years duration 
with no response to adequate liver therapy. He lost 
weight and was admitted to the hospital with a 
hemoglobin of 20 per cent. 

X-ray: Repeated x-rays of G. I. tract were nega- 
tive. 

Gastroscopic examinations: Revealed a carcinoma 
of the gastric cardia. 

Operation: April 15, 1947. Transthoracic esoph- 
ago-gastrectomy. 

Pathology: Adenocarcinoma, papillary, stomach. 

Comment: This patient died 36 hours after 
operation. The wisdom of a procedure of this mag- 
nitude on a poor risk case is questionable. The de- 
cision should be the patient’s. The case is presented 
to illustrate the clinician’s diagnostic tenacity and 
the value of gastroscopy in obscure cases with nega- 
tive x-ray findings. 

Case 3, Carcinoma of the Cardiac End of the Stom- 
ach 

History: A 57-year-old male complained of vom- 
iting and eructation of gas. ~ 

Pain in the left upper abdominal quadrant for 
past two years. Had lost 174% pounds in two 
months. 

X-ray: Revealed an ulcerating lesion at cardiac 
end of stomach. 

Operation: August 26, 1948. Total gastrectomy, 
intrathoracic esophagojejunostomy and  jejuno- 
jejunostomy. 

Pathology: Adenocarcinoma of stomach. 

Comment: This patient has maintained a normal 
blood count. The procedure illustrates how total 
gastrectomy has extended the operability of gastric 
carcinoma. The tumor extended into the lower 
esophagus. 


Case 4, Large Carcinoma Lesser Curvature of Stom- 
ach 

History: A 63-year-old woman complained of 
eructations of gas, cramplike abdominal pain and a 
loss of 40 pounds weight. Symptoms were of one 
years duration. 

X-ray: Revealed a large carcinoma of the stom- 
ach. 

Operation: November 17, 1948. Total gastrec- 
tomy, splenectomy, intrathoracic esophago-jejun- 
ostomy. 

Pathology: Adenocarcinoma of stomach. 

Comment: This patient died from metastases in 
less than six months. It is doubtful if the palliation 
received in this instance was worth subjecting the 
patient to an operation of this magnitude. 

Case 5, Carcinoma of the Stomach (Superficial Ul- 
cerating Type) 
History: A 60-year-old male had been perfectly 


well until four months before admission. He com- 
plained of a sour stomach and cramplike pain in the 
abdomen after eating and had lost 16 pounds. 

X-ray: Revealed an obstructing lesion at the out- 
let of the stomach. 

Operation: January 2, 1948. Partial gastric re- 
section. May 5, 1949. Total -gastric resection for 
recurrence. 

Pathology: Ulcerating carcinoma of the stomach. 

Comment: Gross examination of the excised le- 
sion gave one the impresson that the original re- 
section was more than adequate. Microscopically, 
however, the ulcer showed a high grade carcinoma. 
A more extensive resection was necessary in less 
than 114 years. This case illustrates the fact that 
the size of a carcinoma of the stomach is not the 
only criterion of curability. 


Case 6, Adenocarcinoma of the Stomach with Metas- 
tasis to the liver. 

History: A 74-year-old male was admitted to the 
hospital in March 1947. He had been vomiting 
“coffee ground” material since December 1946 
Considerable weight loss and a marked secondary 
anemia. 

X-ray: Revealed extensive carcinoma of the 
stomach. 

Operation: March 13, 1947. Subtotal gastrec- 
tomy, partial hepatectomy. 

Pathology: Adenocarcinoma of the stomach with 
metastatic carcinoma of liver. 

Comment: This patient has been well since 
operation which shows that adequate resection of 
the stomach and contiguous cancer-bearing tissue 
can prolong life and increase the patient's comfort 
even though the primary lesion is large and the 
liver is invaded. 

Case 7, Ulcerative Pre-pyloric Carcinoma of the 
Stomach with Metastasis to Gastro-Hepatic 
Omentum : 

History: This 70-year-old male had been un- 
usually well until four months before hospital ad- 
mission when he developed anorexia and epigastric 
distress. 

X-ray: Persistent constriction distal half of stom- 
ach. Probably carcinoma. 

Operation: August 25, 1948. Subtotal gastrec- 
tomy. 

Pathology: Carcinoma, ulcerative, prepyloric re- 
gion. Adenocarcinoma, metastatic, perivascular, 
lymphatic with extension to adjacent mesentery. 

Comment: A patient having digestive complaints 
in the cancer age with a previously normal history 
has carcinoma of the stomach until proven other- 
wise. 
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Case 8, Carcinoma of the Stomach. Ulcerative, Les- 
ser Curvature 
History: This 65-year-old woman had a typical 
ulcer history for 25 years and a proven gastric ulcer 
for eight years. Free gastric HCl was high. The pa- 
tient had gained weight before hospital admission. 
Ulcerating lesion, lesser curvature of 


X-ray: 
stomach. 

Operation: September 29, 1948. Subtotal gastric 
resection. 

Pathology: Carcinoma, ulcerative, lesser curvature 
of stomach. Carcinoma metastatic adjacent p2rilym- 
phatic vessels. 

Comment: From the gross findings there was evi- 
dence which suggested that this carcinoma devel- 
oped in a previously benign ulcer. A chronic peptic 
ulcer can become malignant just the same as a 
chronic ulcer in other parts of the body. 


Case 9, Adenocarcinoma of the Stomach in Border 

of Peptic Ulcer 

History: A 74-year-old male had a typical ulcer 
history for three years. Study of gastric contents 
was normal. 

X-ray: Large ulcer on lesser curvature. 

Operation: April 28, 1949. Subtotal gastric re- 
section. 

Pathology: Ulcer, chronic, peptic. Adenocar- 
cinoma in border of peptic ulcer. Gastritis, chronic. 

Comment: The percentage of malignant lesions 
of the stomach that are mistaken for benign ulcers 
far exceeds the operative mortality for subtotal gas- 
tric resection. 


Case 10, Probable “Ring Form” Carcinoma of thz 

Stomach 

History: A 72-year-old male patient with epigas- 
tric pain for five years. He was admitted to the hos- 
pital with massive gastrointestinal tract hemorrhage. 

X-ray: Obstruction at outlet of stomach. 

Operation: Decemter 3, 1946, subtotal gastric 
resection. September 4, 1947, excision of tumor and 
partial resection of peritoneum. 

Pathology: Ulcers, peptic, multiple, lesser curva- 
ture stomach, benign. Adenocarcinoma, metastatic, 
wall of abdomen, primary site undetermined. 

Comment: A pre-pyloric ulcer is malignant until 
proven otherwise. Microscopic examination is pref- 
erable. Even this is not without error because an 
occasional malignancy may undergo peptic ulcera- 
tion and the primary site be completely obliterated. 


Case 11, Mult*ple Malignant Pre-pyloric Gastric 
Ule-rs 
History: A 55-year-old male complained of 
“hunger pains” for two years. He had tarry stools 
and, on several occasions, Sippy regime gave com- 
plete relief of symptoms. 
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X-ray: Pre-pyloric peptic ulcer. 
Gastroscopic: Probable carcinoma, pre-pyloric 
region stomach. 

Operation: October 22, 1946. Subtotal gastric 
resection. 

Pathology: Carcinoma, simplex, gastric, pre- 
pyloric, lesser curvature. 

Comment: The patient has remained well. Th: 
simultaneous occurrence of multiple malignant 
lesions in the stomach is unusual. 


Case 12, Leiomyosarcoma of Stomach with Gastric 

Ulcer 

History: A 44-year-old male complained of hav- 
ing spells of “indigestion” at 10-day intervals for 
two years. 

X-ray: Round, smooth mass in stomach and a 
gastric ulcer. 

Operation: August 18, 1948. Subtotal gastric re- 
section. 

Pathology: Leiomyosarcoma gastric; gastric ul- 
cer, benign. 

Comment: This rather common type of gastric 
malignancy is low grade. Early subtotal resection of 
the stomach offers a splendid opportunity for per- 
manent cure. 

Case 13, Angioreticuloendothelioma of the Stomach 

History: This 90-year-old patient developed epi- 
gastric pain and vomiting three months before hos- 
pital admissicn. 

X-ray: Oxstructive lesion outlet of stomach. 

Operation: June 2, 1948. Subtotal gastric resec- 
tion. 

Pathology: Angioreticuloendothelioma of stom- 
ach. 

Comment: This tumor is pathologically unusual. 
The patient is symptom free. This case illustrates 
the feasibility of removing stomach lesions in spite 
of old age. 


Case 14, Multiple Gastric Polyposis 

History: This 55-year-old man’s history revealed 
“indigestion” of five years duration although his 
main complaint was “hemorrhoids.” 

X-ray: Multiple polyposis of stomach. 

Operation: November 11, 1948. Total gastrec- 
tomy, intrathoracic esophagojejunostomy, splenec- 
tomy. December 5, 1948. Repair esophageal fistula, 
jejunostomy. 

Pathology: Multiple gastritis with polyposis of 
stomach. 

Comment: This potentially malignant lesion re- 
quired total gastric resection. The patient died six 
weeks post-operatively from starvation secondary to 
an esophageal fistula. 











Case 15, Extensive Carcinoma of Stomach wit) 

Metastases 

History: Patient had proven carcinoma of stom- 
ach with extensive metastases and complete obstruc- 
tion of stomach outlet. 

Operation: Posterior gastroenterostomy. 

Pathology: Gross metastases from carcinoma of 
stomach. 

Comment: A palliative drainage operation sel- 
dom prolongs the life of a patient with a gastric 
carcinoma when obstruction is present. However, 
there is relief of pain. 


Case 16, Adenocarcinoma of Stomach with Metas- 
tasts to Greater Omentum 

History: This 55-year-old man complained of 
fullness of stomach and regurgitation of five years 
duration. “Alka-Seltzer” gave temporary relief. Had 
visible abdominal mass which moved freely with 
respiration. 

X-ray: Extensive scirrhous type carcinoma distal 
third of stomach. 

Operation: Subtotal gastrectomy, splenectomy, 
excision of greater omentum and contiguous lymph 
nodes. 

Pathology: Adenocarcinoma stomach with adja- 
cent mesenteric lymph gland metastases. 

Comment: It is important to note the relatively 
benign history when one considers the extensive in- 
volvement present. This illustrates the importance 
of thorough investigation of the gastro-intestinal 
tract with symptoms beginning after the age of 40 


years. 
Summary 


1. The cutlook for patients with carcinoma of 
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the stomach should ccntinue to be of great concern 
to the entire medical profession and especially to the 
surgeon. 

2. More extensive use of x-ray diagnostic pro- 
cedures including fluoroscopic studies in patients 
in the cancer age and in those who have achlorhy- 
dria, gross or occult blood in the stool, pernicious 
anemia or known gastric polyps will undoubtedly 
bring more cases to the Operating room when the 
disease is in a curable stage. 

3. The transthoracic approach to gastrectomy en- 
ables the surgeon to remove previously inaccessible 
malignant lesions of the stomach. 

4. Total gastrectomy and the excision of con- 
tiguous organs which are invaded by carcinoma 
should increase the possibilities for cure in certain 
instances. 

5. Cases have been presented to illustrate the 
range of operability. 

6. A follow-up report to include the postopera- 
tive results in a larger series of gastric malignancy 
cases will be presented at a later date. 
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Multiple Unipolar ('"V") Precordial Leads* 
D. R. Bedford, M.D.** 


Topeka, Kansas 


Much confusion still exists among internists 
concerning the use of multiple precordial unipolar 
leads in the electrocardiographic study. Such leads 
are useful primarily in the study of the ventricular 
(QRS) complex. Abnormalities in the QRS com- 
plex represent our only reliable criteria for accurate 
electrocardiographic diagnosis of intra-ventricular 
conduction defects, ventricular hypertrophy, and 
myocardial infarction. In the bipolar limb leads 
the QRS complex is complicated and incomplete, 
and its value is therefore limited. 

If a hypothetical tube is passed through the chest 
in an antero-posterior direction, and includes the 
heart in its lumen, the heart’s surfaces which touch 
the walls of the tube contain those electrical forces 
which contribute to the limb lead deflections. On 
the contrary, those surfaces of the heart observed 
by looking into the anterior and posterior ends of 
the tube contain many important forces which 
contribute in little or no measure to the limb leads. 
Clearly, electrocardiograms limited to the limb leads 
are analogous to the isolated use of the antero- 
posterior x-ray study of a body part. The ideal 
method of examining those regions which are silent 
to the limb lead is by use of multiple unipolar 
leads. The still common method of taking one 
bipolar precordial lead is of limited additional 
value. When one electrode is placed on an ex- 
tremity, or on the back, and the other electrode on 
the precordium, the resulting electrocardiogram con- 
tains components of potential from both electrodes. 
The influence of the distant electrode is undesirable; 
its effects are already contained in the limb leads 
and merely confuse the interpretation of the pre- 
cordial lead. The difficulty is overcome by use of 
the Wilson central terminal (Figure 2-B). It is 
known that a lead recorded with this method is 
essentially unipolar, or represents the fluctuations 
of potentials under the exploring electrode ONLY. 


The Normal Precordial QRS Complex 


The following simplified and graphic presenta- 
tion of ventricular excitation and the resulting pre- 
cordial QRS complex is based on the monumental 
work of Wilson and his group.':? Ventricular 
excitation starts just under the endocardial surface, 
via the bundle branches and the Purkinje system. 
This excitation wave (process of de-polarization, 


*Read before College of Physicians, Regional Meeting, Wichita, 
Kansas, April 29, 1949. 

**Grateful acknowledgment is made to Dr. Robert H. Bayley, 
Professor of Medicine, University of Oklahoma School of Medicine, 
for his experienced advice to limit the scope of this paper and his 
suggestions for the material covered. 


or the accession wave) moves in a perpendicular 
direction away from the endocardial surface. The 
electromotive force of this wave has positive charges 
on its advancing surface and negative charges on 
its trailing surface. Figure 1-A illustrates early 
activation in the interventricular septum, earliest 
in the side adjacent to the left ventricular cavity. 
In Figure 1-B, the continued spread of the accession 
wave has completed activation of the septum and 
an equally thick endocardial layer of muscle in 
both ventricles. In Figure 1-C, as activation con- 
tinues, all the right ventricle and an equally thick 
endocardial layer of the left ventricle have now been 
depolarized. In Figure 1-D the accession wave now 
nears completion; only a few cells remain near the 
epicardial surface of the lateral and posterio-basal 
portions of the left ventricle. 


A set of normal unipolar (V) leads taken with 
the Wilson’s central terminal is illustrated in 
Figure 2-C. The sub-script to V represents the six 
standard chest positions as selected by the American 
and British Heart Associations.> A drawing as 
shown in Figure 2-A illustrates the positions of the 
exploring electrode on the chest. 


In each lead (Figure 2-C) the upstroke of R nor- 
mally signals the approach of the accession wave as 
it moves outward toward the epicardial surface in 
that part of the ventricular wall subjacent to the ex- 
ploring electrode. The rapid downstroke which fol- 
lows signals the arrival of the process at the subjacent 
epicardial surface. The event is timed by the end 
of the downstroke. When the downstroke descends 
below the iso-electric line into an S deflection fol- 
lowing R, the accession wave is retreating in a 
direction away from the exploring electrode in more 
distant regions of the ventricular muscle: On the 
left side of the precordium, R may normally be 
preceded by a small Q indicating an early retreat 
of the accession process in some region not sub- 
jacent to the exploring electrode where activation 
gets under way early. This is thought to be the 
interventricular septum. 


At chest positions over the right ventricle (see 
lead Vi, or V2 of Figure 2-C) the initial upstroke 
of R heralds the approach, and the downstroke 
times the arrival of the accession wave in the sub- 
jacent (relatively thin) muscle wall. R is small 
and of short duration with an early peak. The 
downstroke continues below the isoelectric line 
into a broad deep S deflection, the result of the 
accession wave moving in a direction away from 
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Normal Ventricular Activation 


Figure 1-A Figure 1-B 


i ae wea 


Figure 2-C. Normal “V”’ chest leads. 


Figure 2-B. LA, left arm; RA, right arm; LL, left leg; 

r 5000 ohms for skin resistance; CT, central terminal 

(Wilson); G, vanometer of electrocardiograph; EE, 

Figure 2-A. Chest electrode Figure 2-B. See legend at right of cut. exploring electrode so attached to G that positive poten- 
positions. tion causes upward deflection. 


Left Bundle Branch Block 


1-360 WM 
a Im Vv, || V2 V3, Vy Ve Vv, 


ak \ le 
Figures 3-A, 3-B, 3-C and 3-D, top drawings, left to right. Spread of accession in left branch block. Figure 3-E, tracing. 60-year-old 
man with arterio-sclerotic heart disease. QRS 0.16 second. 


Right Bundle Branch Block 


2£7-%8 


St oe i? ive 


xu m a Ve , 


Figures 4-A, 4-B, 4-C, 4-D, top drawings, left to right. Spread of accession wave in right branch block. Figure 4-E, tracing. 63-year- 
old man with angina who developed infarction in three months. QRS 0.16 second. 
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the electrode as it ccmpletes activation of the left 
ventricle. 

At chest positions over the left ventricle (see 
lead Vs, or Ve of Figure 2-C), the initial upstroke 
R heralds the approach, and the downstroke times 
arrival of the accession wave in the subjacent (rela- 
tively thick) muscle wall. R is large, of longer 
duration and with a later peak (0.02 seconds later 
than at Vi or V2). At Ve there is no continuation 
of the downstroke below the zero line into an S 
because the muscle subjacent to the electrode is the 
last to be activated. 

At electrode positions between the basic right 
ventricular (with small narrow R and broad deep 
S—1S) and the basic left ventricular (large broad 
R with little or no S—Rs or R) configuration, 
the form of QRS will gradually change, R becoming 
proportionately larger and S proportionately smaller 
as the electrode is moved from right to left over the 
precordium. There is usually a transition zone 
which is variable in width and location, where the 
QRS may be small or slurred, and with neither R 
nor § predominate. Since the basic QRS con- 
figuration of right and left ventricular patterns 
must be well identified the transition zone must be 
identified and crossed. 


Bundle Branch Block 


In left bundle branch block the accession wave 
proceeds as usual in the right side of the interventri- 
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cular septum (Figure 3-A) and the right ventricle 
(Figure 3-B). The accession wave reaches the left 
ventricle by direct extension and spreads at a rela- 
tively slow rate (Figures 3-C and 3-D). Over the 
right ventricle, at position Vi or V2, the R is small 
and early, and S is unusually broad and deep. At posi- 
tions Vs or Vs over the left ventricle, the early R is 
written by forces moving right to left in the septum 
(Figures 3-A and 3-B), the late R’ is written by 
forces as they move out in the left ventricle; the 
intervening QRS complex is usually slurred or looks 
bifid. The late downstroke (intrinsic deflection) 
terminates the QRS complex since the muscle ad- 
jacent to the electrode is the last to be activated. 
The QRS complex is of course 0.12 seconds or 
longer in duration, 0.16 seconds in the tracing re- 
produced. 

In right bundle branch block, activation of the 
left ventricle is normal, Figures 4-A and 4-B, but 
reaches the right ventricle by direct extension and 
spreads slowly until completed, Figures 4-C and 
4-D. At position Vi or V2 over the right ventricle, 
there is the early R and the R’, and the late down- 
stroke which terminates the QRS complex since 
the muscle subjacent to the electrode is the last to be 
activated. At position Vs or Ve, the normal le‘t 
ventricular accession wave writes a normal R; the 
late and slow activation of the right ventricle in a 
direction away from the electrode writes the broad 
S. QRS complex in illustration 0.16 seconds. 


Left Ventricular Hypertrophy 
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Figure 5-A. Electrocardiogram of 53-year-old man with hypertensive heart disease. Drawing illustrates size of left ventricle. 
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Figure 5-B. Electrocardiogram of 54-year-old man without heart disease. Drawing represents normal ventricle size. 


Right Ventricular Hypertrophy 
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Figure 5-C. Electrocardiogram of 19-year-old girl with clinical and x-ray finding of a septal defect. 
ventricle. N/2 half normal standardization. 


Drawing shows thick right 








Ventricular Hypertrophy 


Consider again spread of the accession wave in 
the normal ventricles (in Figure 1-A through 1-D), 
and the resulting normal precordial unipolar elec- 
trocardiogram, Figure 2-C, or Figure 5-B. It is 
apparent that the electromotive forces created by 
excitation of the normally thicker left ventricle, 
(Figure 5-B) dominate the larger and more pro- 
longed deflections of the galvanometer, that is the 
larger S and the larger R of the right (V1) and left 
(Ve) precordium respectively; as compared to the 
small r and the small s over the right (V1) and left 
(Ve) precordium respectively, of the right ventricle. 


In left ventricular hypertrophy, the left ventri- 
cular wall is abnormally thickened (Figure 5-A), 
and its excitation is associated with increased elec- 
tromotive forces. The resulting unipolar precordial 
electrocardiogram reveals an exaggerated dominance 
by the left ventricle. Over the right precordium 
(Vi) S is unusually deep and broad, whereas R is 
small; over left ventricle (V6) R is usually large, 
of longer duration, and with a later than normal 
downstroke which terminates a QRS complex not 
infrequently of .10 to almost .12 seconds in duration. 


Figure 5-C depicts the right ventricle thicker 
than the normal left. The normal relationship of 
the ventricular thicknesses are thus reversed, and 
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it follows that the R/S relationship in the precordial 
electrocardiogram (Figure 5-C )is reversed and 
now the right ventricular effects dominate the chest 
electrocardiogram. As the accession wave spreads 
in the now thicker right ventricle the electrode at 
position V1 records a more prominent R than usual, 
of longer duration, and the downstroke is late and 
it terminates the QRS complex. As the electrode 
moves from right to left the R becomes relatively 
less prominent and the § relatively more prominent. 


Myocardial Infarction 


For purposes of broad orientation, the ventricular 
cavities throughout the QRS complex may be 
considered negative. The trailing surface of the 
accession wave transmits its negativity to the ventri- 
cular cavities while its advancing surface transmits 
its positive charges to the chest electrode and the 
normal initial upstroke of R is thereby recorded. 


If a hypothetical hole or window is made in the 
ventricular muscle immediately subjacent to an 
electrode, no accession wave approaches it, no posi- 
tive charges are transmitted to it and no R wave is 
inscribed. Instead, the negativity of the cavity is 
transmitted to the electrode and only a sudden 
downstroke or a QS deflection is inscribed. The 
transmural infarct acts as such a window to the 
electrode immediately above it. Infarction of an 
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Figure 6-A, upper tracing. Figure 6-B, lower tracing. Figure 6-C, below. 


Figure 6-C. Serial tracings 
on a 41-year-old white male 
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endocardial layer of ventricular muscle is reflected 
by a Q wave (which is very roughly proportional 
to the thickness of the infarct subjacent to the 
electrode) but which is followed by an upstroke 
or R, representing healthy muscle. 

The diagnosis of myocardial infarction not re- 
vealed in the standard limb leads, and the more ac- 
curate evaluation of size and location and the 
detection of extension, have been by far the most 
immediate practical application of multiple pre- 
cordial unipolar leads to the practicing physician. 
This aspect of the problem will be presented by 
illustrating three common types of infarction. These 
are: 

1. Antero-septal, with QRS changes limited to 
the first four chest positions (see Figure 6). This 
is a common infarction seen in private patients and 
frequently not positively diagnosed because they 
often remain on their feet and the diagnosis is 
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usually not revealed in the limb leads, seldom in 
chest position IV, and rarely at the old apex chest 
lead. 

2. Extensive anterior infarctions, characterized 
by QRS changes in all six standard chest leads (see 
Figure 7). This illustrates evaluation of the size 
and extent of an infarction. 

3. Postero-lateral, characterized by the well 
known limb leads findings of posterior infarction 
plus an abnormal Q or QS at position Vs or Ve (see 
Figure 8). Serial tracings may show that a simple 
posterior infarction may extend laterally into the 
left ventricular wall. 

Figure 6-A is a tracing on a 64-year-old white 
female seen because of anxiety, associated. with the 
feeling that she was going to have another heart 
attack. Her past history was not very convincing 
but a QS at Vi, V2, Vs (nothing in limb leads) 
was consistent with the diagnosis of an old antero- 


Figure 7. Extensive anterior infarction illustrated by tracing an artist’s drawing. 
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Figure 8. Postero-lateral infarction. Qs Qs in limb leads, and QV5 QV¢ in chest leads. 
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Figure 9. See text for explanation. C-4, electrode standard chest position 4. 


N/2 half normal standardization. 
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Figure 10. A more complete study on the first case, Case A. This is a 
tracing from a 19-year-old white female with typical clinical findings and 
roentgen findings of rather marked right ventricular hypertrophy. It will be 
noticed that the prominent R is broad and with a late downstroke which 
terminates the QRS complex at position V3R or V1 which are over the right 
ventricle. As one proceeds across the precordium from right to left, the R 
Im becomes less prominent and the S more so. This of course is the opposite of 
the normal precordial electrocardiographic R/S relationships. N/2_ half 
normal standardizat on. 
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septal infarction. Her physician at the time of her 
previous attack furnished clinical and electrocardio- 
graphic evidence that she actually did have a myo- 
cardial infarction three years previously. 


Figure 6-B is the tracing of a 54-year-old profes- 
sional man with known cholelithiasis and one pre- 
vious attack of acute cholecystitis. He developed 
bloating, gas, right upper quadrant and epigastric 
distress, and retro-sternal discomfort after meals 
some 48 hours before admission to the hospital. 
The QRS complex in the limb leads is 0.16 seconds 
which is consistent with a diagnosis of bundle 
branch block. In the precordial leads, a significant 
Q is present in V1, V2, V3, and it is noted that the 
late downstroke (intrinsic deflection) is at V1. 
These findings are consistent with the diagnosis of a 
complete right bundle branch block (with some 
indication of this in the limb leads) and an antero- 
septal myocardial infarction( not suspected in limb 
leads). Antero-septal myocardial infarction was 
found at autopsy. 

Figure 7 is a tracing of a 64-year-old white 
female with typical history and clinical findings of 
a severe myocardial infarction with prostration: An 
electrocardiogram with chest leads shows signifi- 
cant QS deflections in the first five chest positions 
and a significant Q at Ve. This was considered 
consistent with the diagnosis of an extensive an- 
terior and antero-lateral myocardial infarction and 
such was found to be the case at autopsy. 

The electrocardiogram and associated diagram in 
Figure 8 illustrate the extension of a posterior myo- 
cardial infarction out into the lateral aspect of the 
left ventricle. It will be noted that at positions 5 
and 6, there are significant Q waves, particularly so 
at 6, followed by an upstroke R which represents 
the relatively normal healthy muscle above this 
endocardial extension. 


A Practical Exercise in Multiple “V’ Chest Leads 


Figure 9 reproduces the limb leads and one chest 
lead at chest position 4 on four different patients. 
The limb leads are not remarkable except for axis 
deviation. The two cases on the left, Case A and 
Case B, show right axis deviation, and the two cases 
on the right, Case C and Case D, show left axis 
deviation. Case G had been on digitalis. The chest 
leads are not remarkable: two show what appears 
to be normal predominant left ventricular patterns 
(Case A and Case D) with prominent Rs and less 
prominent S; two show what appears to be normally 
predominant right ventricular patterns (Case B and 
Case C), with a small r and prominent S. The QRS 
complex in the limb leads indicates the axis devi- 
ation and the absence of intra-ventricular conduc- 
tion defect. The one chest lead indicates the absence 
of a myocardial infarction subjacent to the electrode. 
There may be old or new myocardial infa-ction, or 
a localized disease in a part of the myocardium other 
than that subjacent to the electrode used. There 
may ke right or left ventricular hypertrophy, as it 
is not known which ventricle is immediately sub- 
jacent to the electrodes since both the right ventri- 
cular pattern and the left ventricular pattern with 
the intervening transition are not shown. Finally 
the heart may be perfectly normal as far as can be 
told by electrocardiographic means. 


Discussion 


This paper is limited in scope to a discussion of 
the QRS complex in multiple unipolar chest leads. 
In somewhat less than 20 minutes, in very broad 
strokes, a basic and perhaps oversimplified and 
graphic picture has been presented. The total pic- 
ture of unipolar electrocardiology in detail, however, 
represents ‘what is probably the greatest single ad- 
vance in cardiac diagnosis of our century. 


The increased knowledge concerning the QRS 
















































Figure 11. A complete electrocardiographic study on the second case, 
Case B in the exercise. This is a 39-year-old white male with several 
complaints, and a past history suggestive of rheumatic fever, but the only 
physical finding was that of a grade II apical systolic murmur. At chest 
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position 4, the electrode is over right ventricle, as can be seen, and 
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transition is further to the left than normal. There is slightly suggestive 


evidence of left ventricular preponderance at position V2 and V3, where 
am S is d x than usual. However, the peviens is young, slender, has a 
slightly funnel chest and it is felt that the electrode is closer than usual 


to the left ventricle, and that the patient had no cardiac disease. 
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oe anal complex is of course not complete. For example, 
complete right bundle branch block can be differ- 

entiated from left bundle branch block, but incom- 

Pe Lt a + a Vp plete right bundle branch block is not so clearly 
differentiated from right ventricular hypertrophy. 


A A wean. The utilization of an accurate electrocardiographic 


diagnosis, as in complete bundle branch block, to a 


te given patient, however, must be secondary to the 
clinical evaluation of that patient. 
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Summary 
Some basic concepts of normal QRS develop- 
ments as revealed in multiple unipolar precordial 
BEFORE AFTER leads have been presented. 
1-17-48 Some basic concepts of abnormal QRS develop- 
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Figure 12. A more complete study of the third case, Case C. 
This is a 49-year-old white female who two years before, and 
because of mistaken diagnosis, had a normal gall bladder removed 
as a therapeutic measure for an antero-septal myocardial infarction. 
The patient survived the excellent surgery and anesthesia,: but her 
angina pain has not been relieved by the procedure, Chest position 
4 does not reveal the old antero-septal myocardial infarct, and 
there are no definite QRS signs of myocardial infarction in the 
limb leads. However, there is a definite QS deflection in Vi, V2, 
Vs. Supporting evidence that the patient probably actually did 
have antero-septal myocardial infarction is presented in the positive 
exercise tolerance test. Exercise consisted of the patient walking 
from her bed to the bathroom and back, a total of 50 feet, 
which produced pain. 
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Figure 13. A more complete study of the fourth case under 
consideration, Case D. This was a 57-year-old white male who had 
sudden epigastric pain which progressed upward substernally. The 
first tracing was taken six hours after the onset of the symptoms. 

The QRS complex in, the limb leads, or at chest position 4 was in 
no way diagnostic of the very recent antero-septal myocardial in- 


ments in multiple unipolar precordial leads in (1) 
Bundle branch block, (2) Ventricular hypertrophy, 
(3) Myocardial infarction, with examples, have 
been presented. 

Four illustrative cases as an exercise were pre- 
sented, first with the limb leads and one chest lead 
only. Then to show the value of the complete set of 
six precordial unipolar leads, five additional leads 
were added to each case. 
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farction of which there was good evidence in QS deflections in 
Vi, V2, and a Q deflection, although small in V3. This evidence 
is strengthened by the additional QRS changes (as well as St and T 
changes) which take place 40 hours later as revealed in, the second 
tracing at positions V1, Ve, Vs and V4. 
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Castration and Sex Crimes 


C. C. Hawke, M.D.* 
Winfield, Kansas 


The matter of sex crime and sex criminals has in 
the past few months become front-page news all 
over the nation. Undoubtedly such crimes are re- 
ceiving more publicity than formerly and also the 
criminal has become more degenerate and brutal. 
Very little has been offered for the control of such 
crimes. Certainly the limited jail sentences that 
have been given in a number of cases do not help 
solve the problem in any way and probably aggra- 
vate the condition. 

A majority of our better psychologists and psy- 
chiatrists feel there is little, if anything, that can be 
dcne for the confirmed sex criminal. In cases where 
he can be discovered early it is highly probable that 
these specialists can be of assistance. The only solu- 
tion usually offered in the matter of the confirmed 
sex criminal is that of continuous confinement, at 
least for a period of many years, or until a psy- 
chiatric board deems him safe to be at large. An 
analysis of the long-term sentences given our crim- 
inals at the present time shows that they rarely serve 
more than a small portion of the allotted sentence. 


We are presenting the matter of castration as a 
remedy for this crime. I have read of numerous con- 
ferences in the past year where the statement has 
been made that castration is not a remedy and that 
very little is known concerning its effect. The lack 
of material on this subject is very noticeable. A few 
y2ars ago while preparing an article I had a con- 
sultant and translator in the Surgeon General’s Li- 
brary at Washington go over all of the available 
material, and there was no material in the English 
language of any value, nor was there a great deal 
in the foreign literature. 


It is our purpose to give the results of a research 
project that has been going on in the State Train- 
ing School at Winfield, Kansas, for the past nine 
years. Our castrations first started during the ad- 
ministration of Dr. Pilcher, who conceived the idea 
that castration might help control excessive mas- 
turbation and pervert sexual acts. Dr. Pilcher talked 
over the matter with the Governor and Board of 
Charities. He then had consultation with three 
leading surgeons in the area and the first case was 
done in March, 1894. The father of the patient, a 
boy aged 22, and the family physician were both 
present and agreed to the operation which was done 
by the family physician. There were 11 done the 
first year. This became the big political issue at the 
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next election as a result’of which the party in power 
was defeated and there was a change of administra- 
tion at the school. Two years later the Populists 
again went into power and Dr. Pilcher was back as 
superintendent. We do not know how many cases 
he operated, as unfortunately a fire in 1904 de- 
stroyed the main office building and many of the 
records were lost. In 1908 there were about 15 of 
the boys still in the institution. Some of the others 
had died and several had been paroled. At the pres- 
ent time we still have eight of these original cas- 
trates in the institution. 


We have available for our study 330 cases of cas- 
tration. About nine years ago I called the attention 
of Dr. James B. Hamilton of the Long Island Col- 
lege of Medicine to this large group which is the 
only group, at least in this country, which is avail- 
able or which has been studied. Since that time a 
very interesting research study has been going on, 
and Dr. Hamilton has had’ associated with him in 
this study several of our best scientists and research 
men. This study has been entirely on the physiologi- 
cal aspect which I will discuss later. 


From the sociological angle we have some in- 
teresting material to present. Most of our cases are 
in a feebleminded group who have no one suffi- 
ciently interested to direct and supervise them on 
parole so will remain in the institution. However, 
we have a good many cases that have been paroled 
and are no longer a social menace. Those cases that 
remain in the institution are not a menace to so- 
ciety when they are on short paroles, or even 
A.W.O.L. from the institution. We have never had 
a sex crime committed by a parolee or escaped cas- 
trate. The high-grade moron group is one of the 
most dangerous groups we encounter in this type of 
criminal, and many of the crimes are committed by 
such individuals. 


I would like to give the case histories of a few 
individuals that have been castrated long enough 
that we feel sure of our results: 


Case No. 1—M. B., colored male, present age 36. 
This inmate was admitted to the institution from an 
orphanage at an early age where they had a great 
deal of difficulty in controlling him. He is a big man 
about six feet two inches in height and who now’ 
weighs around 215 pounds. As a boy he was a bully 
in every way and brutal to smaller boys. During his 
stay in the institution he made numerous escapes 
and always fell into the hands of the law when 








away from the institution. He would be returned by 
the legal authorities, and several of them stated they 
considered him a great menace to society. He was 
recommended for operation in 1931. At that time 
he was 18 years of age. The Board refused to con- 
sent to castration and recommended vasectomy in- 
stead. This was done, and one month later he again 
escaped from the institution and raped a small girl 
in Wichita. Following this episode the Board rec- 
ommended castration which was done. Following 
the second operation he gave very little trouble at 
the institution, was paroled about three years later, 
and later discharged. In 1941 he married, moved to 
Wichita where he obtained empioyment, and has 
been a law-abiding citizen ever since. This man had 
a rather high I. Q. The school records give it as 61, 
but probably he would rate higher than that. 


Case No. 2—A. B., white male. Was admitted in 
1936 at the age of 17. Had an I. Q. of 64 at that 
time. At the time of admission his papers stated 
that he was a marked sex problem and that the 
authorities in his local county considered him un- 
safe to be released. He made repeated sexual ad- 
vances to girls and was considered dangerous. This 
man was castrated early in 1943 and was paroled 
that fall. Later he was discharged. He visited the 
institution last week when he told us that for the 
past four years he has been married and was acting 
as janitor at an apartment house. His wife, who 
was a former inmate of the institution and who had 
been sterilized by salpingectomy, stated that they 
were both getting along very well. 


Case No. 3—R. B., white male. Was admitted to 
the institution in 1923 at the age of 12. At that 
time he had a history of acts of sexual perversion 
with smaller children, numerous thefts, was con- 
stantly picking fights with playmates, and was not 
allowed to attend school due to those characteristics. 
This boy had an I. Q. of 71. He was castrated in 
February, 1927, and discharged in the fall of the 
same year. Since that time he has had no trouble 
with the law enforcement officers. This case is 
quoted as I examined him about a year ago for 
employment in one of the industrial plants of our 
city. In the course of our examination I noticed he 
had no testicles: When I asked him about it he 
stated he lost them when he had the mumps when a 
small boy. However, upon examination of our rec- 
ords I found I had castrated as described above. 
This man apparently is getting along very well. 
Needless to say, I passed him for the employment 
examination. 

Many of these individuals so treated were vicious 
homosexuals and brutal in attacks on small children. 
They were unstable and would create a disturbance 
at every opportunity. After castration they become 
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stabilized, and those who cannot be paroled aze good 
useful citizens in the institution. 

In our experimental work we have administered 
testosterone, the male hormone, to several large 
groups in rather large doses, giving them 20 mg. 
hypodermically six days a week for a matter of sev- 
eral weeks. In a number of cases, after we had 
treated them for a period of two or three weeks the 
floor supervisor would call me up and ask if I would 
not be willing to stop administering testosterone to 
certain individuals who had reverted to all of their 
anti-social tendencies, were attacking small children, 
starting fights, breaking windows and destroying 
furniture. We would stop the administration of 
testosterone in these individuals, and within a few 
days they would be restabilized and cause no further 
ward disturbances. We have felt that this proves 
the male hormone is the exciting factor in these 
cases. 

Psychologically, we feel that these individuals are 
improved if there is any change manifested. In the 
matter of the I. Q. determinations, with a group that 
we have had tested prior to operation and subse- 
quent to it, using the same tests, we find that there 
is an average increase of a few points in the I. Q. 
In some who have shown a gradual decrease in sev- 
eral tests prior to operation we find they level off 
and remain more or less stationary. It is our feeling 
that it is the stabilization of the individuals that 
enables them to make a better showing in the psy- 
chological testing. They can concentrate better and 
are more interested in giving a good performance. 
Many of these individuals do detail work around the 
institution, on the farm, dairy barn, laundry, etc. 
They are much more reliable and do not require the 
constant supervision required before operation. The 
chief criticism we have had from the psychological 
angle is the fear that the operation will cause an 
inferiority complex. Such has not been our ex- 
perience, either in those in the institution or in 
those who have been paroled. 


A few years ago I appeared on a program before 
the American Association on Mental Deficiency at 
Salt Lake City where I read a paper on this subject. 
One of the doctors, in talking with me before I ap- 
peared on the program, condemned the procedure 
very bitterly, stating that he could not see how we 
could advocate such a method, and he continued to 
state without any interruption on my part that he 
had very nearly missed the Salt Lake meeting be- 
cause he had gone into Northern New York to get 
one of their paroled inmates who had raped a small 
girl. He went on to state that this was the third 
time this inmate had committed such an offense. 
Personally, I would rather see such an individual 
castrated, even if he had an inferiority complex, 
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than to be in any way responsible for the damage 
he had done both physically and mentally to his 
victims. 

The problem cf the defective delinquent is one 
which causes great concern in every feebleminded 
institution. It is estimated that among those who 
are institutionalized, about one in five belongs to 
this defective delinquent group. Many institutions 
have built regular jails where these individuals are 
confined and supervised as they would be in a peni- 
tentiary. California is building a separate institu- 
tion to care for this group. It is from this group of 
defective delinquents that we draw our group to be 
castrated, 

Allen of Rochester has said: “Mere maleness in- 
fluences unfavorably the resistance of the organism 
of all ages.” The object of the study being made by 
Dr. Hamilton and his associates is to find out “what 
is a male.” We know that the average human male 
life is 65 years and that of the woman is 70 years at 
the present time. In 365 pathological conditions 
common to both sexes where a study has been made 
the male predominates in 245 and the female in 
120. In some conditions such as baldness, certain 
thromboses, cancer of the oral cavity and in many 
of the so-called degenerative diseases there is a male 
predominance of 90 per cent or better. This cannot 
be explained in the old theory that the male is sub- 
ject to greater stress and strain, as this same pre- 
ponderance is found at all ages, even in the first 
year of life where the infants have identical care. 
It is also true in stillbirths as early as sex can be dif- 
ferentiated. It is not only true in the human being 
but is also true in 70 different species that have 
been studied, including the mollusks, insects, rep- 
tiles and, in fact, practically every species of life. 

It is Dr. Hamilton’s theory that the testicular 
secretions are responsible for the lesser vitality in 
males and do so by maintaining a higher active state 
of function in various tissues and thus burn them- 
selves out. The study of our castrate bears this out 
as they are not subject to the male predominant dis- 
eases. Of those who were castrated over 50 years 
ago, there are six times as many living today as in 
the non-castrate group who were in the institution 
at that time. 

Dr. Paul White of Boston had a group of asso- 
ciates doing research work in the institution for two 
weeks during the past summer, and as one of the 
results of their study, his new book on the heart will 
contain a statement to the effect that castrates are 
not subject to the degenerative diseases of the car- 
diovascular system. 

In our total group of cases operated, 14 have been 
transferred to insane hospitals. During the same pe- 
riod 98 have been so transferred from the institu- 
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tion. Considering them by age groups, the number 
developing a psychosis is no greater than in the fe- 
male or the uncastrated male groups. A great ma- 
jority of these are schizophrenia cases. From our 
observation we do not believe that castration has 
any effect either to prevent or to increase liability 
to a mental breakdown; nor do we believe that cas- 
tration will decrease the number of epileptic at- 
tacks in individuals subject to epilepsy. There is no 
indication that castration has any effect in either 
of these conditions. 

The castrate does not tend to become obese. Some 
time ago I took 100 consecutive cases that had been 
castrated at least five years and their average weight 
was 142 pounds and height five feet six inches. 
Against the standard table of the Metropolitan Life 
Insurance Company for this age and height, the 
average would be 144 pounds. In this regard, it is 
to be remembered that the average stature of the 
mentally deficient group is smaller than in normal 
groups. They are not sluggish and lazy. Our group 
is detailed in the various sections of the institution 
and all are steady and reliable in their duties. There 
is no change in pitch of voice if operated after 16 
years of age. 

Castrates do not tend to become bald. In our 
cases where they have some baldness before opera- 
tion it remains the same and does not progress. In 
following one of the research problems on baldness 
where we administered testosterone to some of our 
older castrates it was found the hair started drop- 
ping out very rapidly and that the individual fol- 
lowed the pattern of baldness found in his family 
strain. On stopping the testosterone the hair ceased 
to fall out. 

Castration is not followed per se by sexual in- 
capacitation. We have discharged cases who had 
been castrated and are now married and carry on 
satisfactory sexual relations. However, they have 
lost their excessive sex urge and exhibitionism and 
are stabilized to the point where they are no longer 
potential sex criminals. The argument has been 
given that these individuals would become sullen, 
morose and vicious unless they had an emotional 
outlet in masturbation which makes them more 
quiet and easier to control. Our experience is ex- 
actly the opposite. 

We have received a number of admissions in the 
past solely for the purpose of castration. They were 
cases that had attempted rape and a number had 
made sexual advances to their sisters, stepmothers 
and other members of the family. They had become 
serious sex problems at home, and either by request 
of the parents or insistance on the part of neighbors 
or the law they were committed to our institution 
for operation. After operation we keep them in the 
















institution for a few weeks until we feel that they 
are suitable for parole, when they are returned home 
where they are a much more simple problem. We 
have no record of any sex crimes committed by our 
castrated parolees. 

Glandular surgery is not new. It has been carried 
out for many years and especially is this true with 
reference to castration of the female. Not many 
years ago the removal of the ovaries was a frequent 
operation for almost any female disorder. Today, in 
taking the medical history in his office every phy- 
sician frequently encounters a woman who states 
that her ovaries were removed 15 or 20 years ago. 
This practice is not as common as it was at one 
time. It is one that is carried out when indicated, 
and one usually has the full cooperation of the pa- 
tient. 

A few years ago when it was found that castra- 
tion of the male would lengthen the life and di- 
minish many symptoms in cases of carcinoma of the 
prostate, it was very difficult to get the consent of 
the patient for such an operation, even when told 
that he would receive benefit from such a proce- 
dure. One is able to get better cooperation at pres- 
ent since this operation has become more common. 
At times we still encounter great difficulty in get- 
ting cooperation. The great reluctance to castration 
on the part of the male possibly dates back to 
phallic worship. We do not castrate many females. 
The after-effects of such an operation are much 
more severe in the younger female than in the male. 
The only ones we recommend for such operation 
are the vicious homosexuals who attempt to carry 
on this practice at the table, in the bath, or run 
around the ward most of the night annoying the 
other inmates. We have done only about eight such 
cases in the past 10 years. 

Many non-medical people will ask if a vasectomy 
will not produce the same result. A vasectomy has 
no effect upon the testicular hormones. The ma- 
jority of cases of vasectomy show no change in 
sexual activity, and of those who do show some 
change there is a two-to-one preponderance in 
sexual activity. Vasectomy results in sterilization, 
and from the standpoint of eugenics is a valuable 
procedure. However, it cannot be regarded as a 
treatment of the individual. We are all familiar 
with the stabilizing and pacifying effect that cas- 
tration has on the lower animals, especially in the 
stallion and bull. In fact, most of us have used the 
expression “as steady as an ox.” If we can do any- 
thing to pacify the highly emotional criminal mind 
characteristic of these cases, such a procedure 
should be given serious consideration. 
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Following the Pilcher castrations the Kansas leg- 
islature in 1917 passed a law allowing asexualiza- 
tions which has been determined by the court to 
mean either oophorectomy or orchidectomy. It was 
the testimony of those connected with the institu- 
tion in regard to the improvement shown by the 
Pilcher castrates that secured the passing of this 
law. The law was last changed in 1928 and it is 
under this law that we now operate. The procedure 
is as follows: 


1. From our own observation and from the re- 
ports of the supervisors a list of candidates is pre- 


pared. 


2. These individuals are given a physical ex- 
amination to determine fitness for operation and 


the type of operation to be advised is determined. 


3. The patient and the guardian or parents of 
the individual are advised 30 days in advance that 
the Board (consisting of the medical director of 
the institution, the secretary of the State Board of 
Health, and the three members of the State Social 
Welfare Board under whose control the institution 
functions) will meet in Winfield on a certain date 
to consider the sterilization of this individual, and 
they may appear before the Board to make any pro- 
test they wish at that time. 


4. On the day set the Board meets and the in- 
dividual is presented. The ward supervisor and 
medical director offer testimony and recommenda- 
tions and the protests, if any, are heard. Following 
this the Board renders a decision which is final and 
mandatory. Protests are rare and are usually cleared 
up before the meeting. 


In summary, we have found that castration im- 
proves the sex criminal sociologically in that he 
usually refrains from his anti-social acts and be- 
comes an acceptable member of society. Psycho- 
logically he is stabilized, does not suffer any men- 
tal deterioration, and while he may have a mod- 
erate degree of an inferiority complex this is fa- 
vorably balanced by his social inprovement. Phys- 
ically, he is a better organism. 

In concluding, I might state I don’t know what 
your mental picture of a castrate is, but I suppose 
it is like mine was before I knew any of this group: 
a large, fat, sluggish eunuch waving a palm leaf fan 
in a Turkish harem surrounded by feminine charm 
and temptation to which he was unable to yield. I 
can assure you such is not the case. He is a quiet, 
industrious, individual in good health, filling an 
unfortunate place in nature's program which has 
been made easier by a simple surgical procedure. 
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The Care of Hand Injuries” 


Open Fractures 
I Protection of the Hand (Abstract of Article 1) 
The first-aid care of wounds of the hand is di- 
rected fundamentally at protection. It should pro- 
vide protection from infection, from added injury, 
and from future disability and deformity. The best 
first-aid management consists in the application of 
a sterile protective dressing, a firm compression 
bandage and immobilization by splinting in the 
position of function.** No attempt should be made 
to examine, cleanse, or treat the wound until operat- 
ing room facilities are available. 


Il Requirements of Early Definitive Treatment 
( Abstract of Article II) 

Early definitive care requires thorough evaluation 
of the injury with respect to its cause, time of oc- 
currence, status as regards infection, nature of first- 
aid treatment and appraisal of structural damage. 
For undertaking definitive treatment the conditions 
required are a well-equipped operating room, good 
lighting, adequate instruments, sufficient assistance, 
complete anesthesia, and a bloodless field. Treat- 
ment itself consists of aseptic cleansing of the 
wound, removal of devitalized tissue and foreign 
material( exercising strict conservation of all viable 
tissue ), complete hemostasis, repair of injured struc- 
tures, protecting nerves, bones and tendons, and 
providing maximum skin coverage, and application 
of firm protective dressing to maintain the optimum 
position. After-treatment consists of protection, 
rest and elevation during healing and early restora- 
tion of function by directed active motion. 


III Surface Injuries (Previously published ) 
IV Lacerated Wounds (Previously published ) 


V Fractures and Dislocations (Previously pub- 


lished ) 


VI Open Fractures 


Major wounds of the hand may be caused by 
crushing or tearing injuries, injuries from explo- 
sions, or by the inapact of foreign bodies. Such 
wounds may involve damage to skin by burning or 
avulsion, laceration of soft tissues, and open in- 
juries of bones or joints. The purposes of early 
treatment are: 


(1) Relief of pain and shock 
(2) Arrest of hemorrhage 


*Note: This is the sixth of a series of articles on “The Care 
of Hand Injuries.” This material is prepared by the American So- 
ciety for Surgery of the Hand and is distributed by the Committee 
on Trauma, American College of Surgeons, through its regional 
committees. 

**Position of furction or position of grasp: wrist hyperextended 
in cock-up position; fingers in mid-flexion and separated; thum 
abducted, slightly forward from hand and slightly flexed. 


(3) Protection against infection and further 
injury 

(4) Removal of foreign bodies and dead tissue 

(5) Conservation and restoration of damaged 
structures 

(6) Early healing 

(7) Restoration of function 


A. First-aid treatment 

1. Application of voluminous sterile dressing 
without interference with the wound, the hand be- 
ing placed in the position of function. 

2. Hemostasis can usually be obtained by pres- 
sure gently applied to such a dressing. A tourniquet 
is rarely needed, but may be employed briefly to 
check brisk, continuing blood loss. 

3. Shock and pain may require appropriate treat- 
ment. 

4. The hand, in initial dressing applied as above, 
is splinted in position of function for transporta- 
tion to adequate surgical facilities. 


B. Definitive treatment 

1. If bones or joints are thought to be involved, 
preliminary x-ray views are made without disturb- 
ing the initial dressing. 

2. Patient is treated systemically for pain, shock 
and hemorrhage; antibiotics and tetanus antitoxin 
(or toxoid booster) are administered, and the pa- 
tient prepared for operation. 

3. In operating room, with patient anesthetized, 
dressing is removed. 


4. With the wound carefully protected, the arm, 
forearm, and hand are scrubbed, shaved and draped. 


5. The skin wound and the area about it are 
carefully and gently cleansed with soap and water or 
mild detergent (no antiseptics) and the entire 
wound examined. Bleeding vessels are ligated. 


6. Foreign material and devitalized tissue are ac- 
curately trimmed away. 


This procedure aims at thoroughness, but must 
strictly conserve the maximum of viable tissue. It is 
particularly important to preserve skin and all bone 
fragments which are not completely free and dis- 
placed. 


7. Repair of soft tissue injuries is governed by 
criteria of length of time since injury and of the 
degree and nature of contamination. Where condi- 
tions are favorable (i.e., in relatively clean wounds 
not more than three or four hours old), initial re- 
pair may be effected within limitations described 
in Article IV. 
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Even in unfavorable cases, severed nerves should 
be united if possible, or at least identified by long 
sutures of stainless steel. 

8. Dislocations of joints, if open in the wound, 
are reduced. 

9. Bone fragments in the open wound are re- 
stored as nearly as possible to normal position, but 
without fixation by. foreign material. In some in- 
stances the employment of stabilization’ with a min- 
imum of stainless steel wire is justifiable if required 
to maintain reduction. 

10. Maintenance of reduction of open fractures 
may usually be obtained by skeletal traction or ap- 
propriate splinting. If required, pins for bone frag- 
ment fixation or skeletal traction are applied as 
there described. 

11. Maximum skin closure is effected. Particu- 
lar care is taken to cover bones, joints, tendons and 
nerves. Where required, pedicle skin grafts (local 
or from abdominal wall) may be used for coverage 
unless established or inevitable infection forbids. 

12.’ Pressure dressing is applied and the hand 
splinted as required for optimum control of its re- 
paired injuries, approximating as closely as possible 
the position of function. Flat splinting is to be 
avoided. Uninjured parts of the hand should be left 
free for movement. The hand is kept elevated. 


C. Subsequent dressings 

These are managed with regard to the following 
factors named in the order of their importance: 
(a) Control of infection, adequate drainage; (b) 
Establishment of bony union and joint healing; 
(c) Early completion of skin coverage and healing. 


1. The establishment of infection in the wound 
may require early and frequent dressings to insure 
its control. These should be done under aseptic con- 
ditions and in such manner as not to disturb the 
corrected position of injured bones or joints. 


2. Large skin defects should be covered by graft- 
ing at the earliest moment compatible with the 
maintenance of position of corrected bone and joint 
injuries. 

D. Restoration of function. 

Following healing of skin and soft tissues and 
firm union of bony structures, as much function as 
possible should be restored by directed active use 
of the hand, therapeutic exercises and occupational 
therapy. 


Reconstructive surgery is often required after 
such injuries to permit maximum restoration of 
function. Such reconstruction will be less extensive 
and less formidable if the early management of the 
injury is judiciously and carefully carried out. 
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PRESIDENT’S PAGE 


Dear Doctor: 


It is football season again and I believe the greatest lesson football teaches is coopera- 
tion and coordination—in other words how to get along with others. My ideas on this 
are not new nor particularly profound and perhaps not even original. Too often we all 
fail in our efforts to get along with others. Let us analyze some of the conditions and 
some of our reactions. 


We are engaged in a game. There are a lot of players in many different positions, each 
with a specific assignment. One carries the ball, and if he succeeds he receives the ac- 
clamations of the crowd. There were others in on that play, a ball passer, one or more 
ball handlers, and numerous blockers. You or I may have been deployed a long way from 
the actual scene of action. We did not receive any personal recognition or applause, but 
we performed our specific assignment and we are still on the team. And our team is 
winning. It is as simple as that! 


It is exactly that way in our medical society activities. We are constantly engaged in 
many important projects which in one way or another are all your projects. Surely, at 
times, there is an outstanding ball carrier, but the united effort of all of us is required 
to achieve success. We are all on the team and our team is winning. It is as simple as 
that! 


There are countless individuals and thousands of organizations fighting for the pres- 
ervation of free enterprise in the United States. Sometimes the ball carrier gains ground 
without any immediate help from us. Sometimes he loses in spite of the best help we can 
give. Most of the time it is slow going with all our concerted effort. But it is still our 
team and we will win if we continually combine our abilities. It is as simple as that! 


Sometimes the ball carrier is a colleague in our community or even in our own town. 
If he succeeds, he helps me; if he fails, I suffer a part of that defeat. The ground he gains 
is ground that I also gain, for he is on my team and I take pride in that. When he wins, 
I win too. It is as simple as that! 


Getting along with people is not nearly as complicated as we are often led to believe. 
We are all on the same team and we will and must all work together for our mutual 
success and benefit. What if someone carries the ball and gains the ground and receives 
the applause? You and I are on that team. We are winning too. It is as simple as that! 


Sincerely yours, 


President. 


P.S. Do not forget to vote intelligently. 

















Civilian Defense 


A Boston physician recently prepared a paper on 
medical aspects of civilian defense in which he dis- 
cussed in general as well as specific detail the type 
of services that will be needed in the event of a 
total war. He closed the paper with a quotation, 
The affair cries, Haste and Speed must answer it!” 

Doctors have never played a tactical part in war. 
The medical profession has done much to lighten 
the load of human suffering but little to strengthen 
the nation’s fighting arm. The conditions of war are 
now changing to a point where the medical pro- 
fession may suddenly become a potent military 
force, but at the same time could be as urgently 
needed on the civilian front as with the fighting 
men. 

The speed of attack has now exceeded that of 
sound. In the Civil War the army advanced no faster 
than horses could carry it. In World War I the 
combat plane flew about 200 miles an hour. In 
World War II air travel was more than twice that 
fast. Today supersonic speed is a reality and to- 
morrow it will be commonplace. 

Cities are now at the front. Any one or many 
American cities can be struck without warning. The 
traditions of international law will be discarded and 
the previous custom of declaring war before begin- 
ning hostilities is now a thing of the past. 

Several years ago an official predicted that any 
urban area with dense population would yield at 
least 100,000 casualties. Since then the destructive 
power of known weapons has so greatly increased 
that this estimate is no longer adequate. 


In the face of this danger the most futile policy 
men could adopt is to sit by idly and hope that it 
may never materialize. It is absolutely essential to 
have plans completely worked out to the last detail. 
Under these plans medicine will not function as an 
auxiliary of the other services but as a primary de- 
partment of itself. Physician shortages cannot be 
tolerated during this war because the most urgent 
need for medical care in the hope of survival could 
well be on the civilian front. The number of doc- 
tors needed will be much greater than ever before 
and any waste of medical manpower will be not 
only inexcusable but also insupportable. 


In the case of an atomic attack the medical fa- 
cilities, including hospitals and everything else 
within the area that is struck, will be rendered use- 
less. Civilian defense must be set up on the 
periphery of the target. The medical defense units 
must be ready for instant action to care for perhaps 
hundreds of thousands of casualties. This requires 
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organization of a complexity that has never before 
been adopted. It means safe storage of every item of 
medical needs, surgical instruments, drugs, plasma. 


‘It implies the immediate installation of not only 


surgical staffs but entire hospital units. It involves 
a complete transportation system that must operate 
efficiently under the most hazardous conditions. It 
means that medical manpower must be available and 
trained for such duty. It involves public health ser- 
vices in quantity that is available nowhere in the 
state today. Immediate immunizations might be re- 
quired by the entire population, permanent whole- 
sale identification measures might need to be estab- 
lished and completed within a 24-hour period, and 
bacterial and chemical warfare following an atomic 
attack might add a vast variety of problems under 
circumstances that can scarcely even be imagined. 

The Kansas Medical Society, through its Com- 
mittee on Emergency Medical Care, has offered to 
the Governor of Kansas the services of the medical 
profession. As soon as the state outline of civilian 
defense is available, the medical profession will be- 
gin to work out details regarding defense. It stands 
ready to do so immediately. 





Forensic Medicine 


Coroner laws in Kansas and in other states are 
notoriously inadequate. The situation deprives 
medicine of an opportunity for an important service 
to many persons as is described in a series of papers 
on forensic medicine published in the September 
1950 issue of the Annals of Western Medicine and 
Surgery. 

Twenty per cent of all deaths in the United States 
result from violence or occur unexpectedly from 
obscure causes. This is approximately 300,000 each 
year of which nearly half leave the cause of death 
in doubt. Some 13,000 to 14,000 murders are of- 
ficially recognized, one murder each year for every 
10,000 living persons. From past experience, it must 
be anticipated that over 250,000 persons now alive 
in the Unted States will be victims of homicide. 
Since the investigation of violent or obscure deaths 
is insufficient in many localities, the number of 
murders that actually take place or the number of 
deaths due to accident, suicide, or natural causes that 
are erroneously attributed to murder cannot be esti- 
mated. 

A large number of the unsolved deaths might 
have been cleared if adequate postmortem exam- 
inations had been made. For the purposes of this 
discussion the usual autopsy is of little consequence 
and frequently obliterates more evidence than it re- 
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veals. The average physician’s interest in an autopsy 
has to do with the science of medicine. A coroner's 
autopsy tries to determine the cause of death. 


“The medico-legal postmortem examination is 
more than an autopsy. In many instances, it is the 
principal or only source of reliable information on 
a wide variety of important matters. It must be so 
planned and conducted that all facts of potential 
importance to the law will be acquired even though 
much of the information gained would be of little 
value or imterest according to ordinary medical 
standards. Thus, from the standpoint of justice it is 
likely to be more important to learn whether the 
deceased was shot from in front or from behind 
than to learn that the bullet passed through the 
heart; whether the fatal shot was fired at a range 
greater than 12 inches than to discover that the 
deceased had heart disease; whether there is a high 
concentration of carbon monoxide in the blood 
within an intracranial hematoma in the case of an 
apparent gas suicide than to learn that the body was 
riddled with cancer. Again, the guilt or innocence 
of an accused person may rest principally or en- 
tirely on medical evidence relating to the probable 
time of death. Further, in the interests of justice the 
acquisition of medical evidence bearing on the 
identity of the victim of murder may prove to be 
fully as important as the evidence which establishes 
the cause of death.” 

And yet in only seven states in the nation is the 
coroner required by law to be a physician. Kansas 
is not among the seven. Even in many metropolitan 
centers the coroner need have neither medical nor 
legal qualifications. In many counties across the 
land the local mortician is the coroner, and the 
physician is frequently prohibited from viewing the 
dead body at the site of an apparent homicide. The 
author states it as a fact that “medical science par- 
ticipates less effectively in the administration of 
justice in the United States than it does in any com- 
parable civilized country in the world.” 

There is much talk about changing this situation, 
but direct legislative action is needed before any- 
thing concrete can be accomplished. By the time 
the 1951 Kansas legislature comes into session a 
model law currently under preparation will be com- 
pleted and will include the recommendations of 
the American Academy of Forensic Sciences, the 
Amercan Medical Association and the National 
Municipal League. This should be made available 
and be given consideration. 

It is suggested that the average physician who 
thoroughly dislikes testifying in court also considers 
himself unprepared by training to conduct skilled, 
legally helpful postmortems. In very few areas is 
there sufficient business to justify full time, year 
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around, adequately paid toxicologists, pathologists. 
and other experts for first class laboratory and 
autopsy work and for field investigation. The author 
suggests that any state will be best served by a 
central medico-legal laboratory staffed with experts 
who will be without regional bias and who can be 
called quickly to any part of the state. Such an ex- 
pert in legal medicine will be more reliable as a 
source of evidence than the most sincere but inex- 
perienced and occasional investigator. Local au- 
thorities could then call upon such experts at any 
time their services might be needed. 

Kansas has made beginnings in that direction but 
needs to strengthen its coroner laws so that investi- 
gators at the local level can be depended upon to 
be men with sufficient training to recognize the 
need for expert attention. This need has long been 
in existence but the unsavory record of past per- 
formance can certainly justify taking a positive step 
in this direction now. 





Physicians’ Fees 


The occasional exorbitant fee charged by an in- 
dividual physician has received widespread atten- 
tion in recent years. The medical profession, stand- 
ing in the glare of public scrutiny as never before, is 
beginning to react from the gibes that are occasion- 
ally received. Two major defenses have arisen almost 
spontaneously. One is the performance of additional 
services and the second is public relations. 

Unde: additional services comes the belated but 
sincere attempt to provide for the public a form of 
voluntary prepaid health insurance. Enough has 
been written on this subject to make further analyses 
unnecessary. Public acceptance has generally been 
satisfactory but, as in any new venture, details in- 
volving management and service are numerous and 
often misunderstood. Cancellation rates are still far 
beyond a point of safety. Services in many areas of 
medical care are not complete. The patient feels 
that he is only partially protected. These and many 
other problems are minor and will become adjusted 
as quickly as experience permits. 

The second reaction to public criticism has been 
an awakening of interest on the part of the medical 
profession toward public relations. Again, this be- 
ing a novel venture, it leaves the profession with 
varied and conflicting ideas as to what should be 
done. Some societies interpret public relations as 
publicity. Others have directed primary attention to 
grievance committees, and still others do many dif- 
ferent things. In general, however, public relations 
shall influence opinion of the consumer toward ap- 
proval of the product or service provided. This im- 
plies not only propaganda to sway opinion but the 
correction of inherent faults within the service. 
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‘*A high percentage of cases of seasickness and 
carsickness can be aborted or prevented by 


suitable doses of dimenhydrinate (Dramamine).” 


—Council on Pharmacy and Chemistry, New and 
Nonofficial Remedies, J.A.M.A. 143:815 (July 1) 1950. 


® 
DRAMAMIN E Brand of Dimenhydrinate—for the prevention or 


treatment of motion sickness—is supplied in 50 mg. tablets and in liquid form. 
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It is readily acknowledged that the good of medi- 
cine clearly transcends its faults, but since public 
attention is currently magnifying the faults the pro- 
fession is beginning to direct a critical glance toward 
putting its house in order. 


One of the great problems is the occasional ex- 
orbitant fee. This occurs so infrequently that in- 
terest in the subject is out of all proportion to its 
importance. However, when it does occur once, the 
medical profession in a wide area suffers consider- 
ably. To protect themselves against even these rare 
occasions, some medical societies adopt fee schedules 
and have exercised authority over individual physi- 
cians regarding the regulation of their fees. 


To us it appears that any attempt to regulate the 
fees of any physician, even when the attempt comes 
from the medical profession, is unfair and improper. 
The control, if such becomes necessary, could be 
obtained in another direction. Major General Paul 
R. Hawley, in a recent speech, gave a clear picture 
of this situation when he said, “Let me make it clear 
that I believe implicitly that it is the inalienable 
right of every doctor to charge whatever he wishes 
for his services. He has a perfect right to set a 
minimum fee of $5,000 for an appendectomy, and 
no one should ever question that right. The im- 


portant thing is the way in which the patient learns 
of the fee... 


“No patient has the slightest cause for complaint 
if he knows in advance exactly to what he is being 
obligated. Of course, there will always be the emer- 
gencies in which there is no time to make such ar- 
rangements, but these are not sufficiently numerous 
to make any great difference. 

“I realize that discussions of this kind are dis- 
tasteful to many doctors, but I think they can be 
handled in a way that will embarrass neither patient 
nor doctor. In any event, a little diffidence before 
the operation would appear to be of less conse- 
quence than a stormy argument or lawsuit afterward. 
I commend this innovation to you for your careful 
consideration. I am sure that at this critical juncture 
for medicine we can afford to neglect no oppor- 
tunity to improve our public relations.” 





Oklahoma City Clinical Society 


The 20th Annual Fall Clinical Conference of the 
Oklahoma City Clinical Society will be held Octo- 
ter 30, 31, and November 1, 2, at the Biltmore 
Hotel in Oklahoma City. The postgraduate medical 
assembly again offers the medical profession of the 
southwest another service of intensive clinics and 
lectures covering the most important fields of med- 
icine, surgery, and the specialties. The 17 guest lec- 
turers this year are among the recognized leaders in 
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their respective fields and have chosen practical sub- 
jects. 

The officers and members of the Oklahoma City 
Clinical Society, being cognizant that the rapid de- 
velopment of new facts and theories in the field of 
medicine necessitates frequent postgraduate instruc- 
tion for those who would progress, have arranged in 
this course a four-day period of intensive instruction 
at a most nominal expenditure of time and money 
for those who attend. Those who have attended this 
conference in the past have been impressed with 
the precision in which the program is carried on, its 
diversity, the practical experience gained from the 
lectures and the direct association with them, and 
the wholehearted hospitality accorded all visitors. 

Among the list of guest lecturers will be found 
the name of Dr. Ernest Sachs, a well-known neuro- 
surgeon. Doctor Sachs was scheduled on the first 
guest lecturer list in 1930; he returned in 1940, and 
he will appear again on the 20th anniversary pro- 
gram. Dr. Claude F. Dixon, Rochester, Minnesota, 
has also been invited to return for his third appear- 
ance this year. Dr. Elmer L. Henderson, president 
of the American Medical Association, will also be 
present. 

The announcement of the coming meeting will 
be found on another page of this issue of the Jour- 
nal. 





Omaha Clinical Society to Meet 

The Omaha Mid-West Clinical Society will hold 
its 18th annual assembly at the Hotel Paxton, 
Omaha, October 23-27, inclusive. The Omaha so- 
ciety has received a Class A rating from the Amer- 
ican Academy of General Practice, which means 
that Academy members who attend will receive 
credit toward the 50 hours of formal postgraduate 
study required of them every three years. 

The general program plan for 1950 will follow 
the pattern of previous years. Nationally known 
guest speakers will represent the specialties and will 
participate in question and answer periods, mem- 
bers will present lectures, panel discussions and 
scientific exhibits, and scientific motion pictures 
and technical exhibits will be included in the pro- 
gram. A guest panel on antibiotics will be featured 
on Friday morning during the meeting. 





Error in Dosage 

The omission of a decimal point in a dosage quoted 
in the September issue of the Journal caused a serious 
error. In the section headed Case Report from the 
University of Kansas School of Medicine, Page 432, 
it was stated that a patient “was given ouabain, one 
cc. or 25 mg....” The quantity should have teen 
0.25 mg. 
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SERVICE NOTES 


Physician Draft Bill 


The President has signed the Physician Draft Bill 
but at the time of writing administrative details have 
not yet been announced. The next steps involving 
this program may be some weeks away. The iollow- 
ing, however, is an analysis of material contained 
in the bill. 

Physicians and dentists who on the registration 
date (which has not yet been determined ) have not 
reached their 50th birthday and who are not mem- 
bers ‘of the reserves shall be required to register. 
Other specialty classifications such as veterinarians, 
pharmacists, etc., may be required to register at a 
later date if specified by the President. Members of 
the reserves, active or inactive, will not be required 
to register since they are already subject to military 
orders. 

Registration will take place in appropriate poinis 
in each community. Shortly after this phase has been 
completed Selective Service will place each physi- 
cian in one of four categories. When called, he will 
be ordered for his physical, after which he has 21 
days before reporting to an induction station where 
he will be offered a commission and assigned to ser- 
vice. The law provides that with the approval of 
the officer and the services involved he may transfer 
from one service to another and be placed in a com- 
parable grade. The length of service under this act 
is 21 months. 

Short-y a.ter registration Selective Service will 
classify all physicians into four groups representing 
the order in which men will be called. The first 
group includes former ASTP and V-12 men who 
have not served on active duty (military, Coast 
Guard or Public Health Service) and others de- 
ferred from service to continue their education 
during World War II, and who have had less than 
90 days of active duty. Those in the second classi- 
fication are members of the above groups who have 
had more than 90 days active duty (military, Coast 
Guard or Public Health Service) but less than 21 
months. In the third classification, with no refer- 
ence to the above groups, are those who did not 
have active service (military, Coast Guard or Public 
Health Service) subsequent to September 16, 1940; 
this could include postwar medical graduates as well 
as other physicians who have not served and have 
not reached their 51st birthdays. All others, includ- 
ing World War II non-reserve veterans, make up 
the fourth group. They will be called on the basis 
of extent of duty, those with least duty first, etc. 

A physician may apply for a reserve commission 
even after registration. If a commision is granted he 





will then come under military orders and Selective 
Service will not process him further. This point is 
important because all reserve officers who are called 
into active service will receive the $100 monthly 
bonus whether they enter voluntarily or are called 
to duty. Physicians who are called to active duty 
under Selective Service will not receive the bonus. 


Deferment under the draft bill will be made by 
the local Selective Service board. The President will 
authorize certain general deferment classifications 
which will control the action of the boards, but the 
individual decision will be made at the local level. 
The medical profession will be permitted to advise 
Selective Service regarding civilian needs for med- 
ical care. The bill states that appropriate considera- 
tion shall be given such requests. A national Med- 
ical Advisory Committee will te s:t up and state- 
wide committees will cooperate with this group. The 
law says nothing about the establishment of local 
advisory committees. If this is done, it will depend 
upon local conditions. 


The extent to which the draft will be used de- 
pends entirely upon the number of men who vol- 
unteer. The formula is simple. The armed forces 
will establish regular quotas which will be filled 
one way or another. If enough volunteer, the draft 
will not be called into action. Whenever volunteers 
fail to mset the quotas, the difference will be made 
up through Selective Service. Past experience has 
not been good. The Army reports that during July 
and August only one former ASTP physician in the 
United States volunteered for service. The potential 
is great enough, however, that should the ASTP and 
V-12 physicians be available for service the quotas 
for the armed forces might be met from this source 
alone for the coming year. 





Weariness Symptom of Allergy 


One of the most difficult problems in medicine 
is to evaluate the symptoms of tiredness and to 
ascertain its cause, according to Dr. M. G. Meyer, 
Michigan City, Indiana, who addressed the Ameri- 
can College of Allergists at its recent meeting. 


He said that too much emphasis is now teing 
placed upon the emotions as a cause of this condi- 
tion. Certainly, he pointed out, there are many 
emotionally disturbed, intelligent persons seen every 
day in a physician’s office who do not complain of 
being tired. In his experience, the poisons of allergy 
may parallel the psychic injuries in the impact upon 
the patient’s personality. 


Six per cent of the patients seen by Dr. Meyer 
over a three months period came for relief from 
tiredness and many made good recoveries when the 
offending allergen was eliminated. 
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Case Reports From the University of Kansas Medical Center” 


Tumor Conference 
Edited by R. E. Stowell, M.D., and D. M. Gibson, M.D. 


Tumor Conference Case No. 50-52 


Malignant tumors of the corpus of the uterus, 
although less frequent than cervical cancer, should 
be carefully considered in the differential diagnosis 
of pelvic diseases. Some types are readily detected 
and efficiently treated if recognized by the first 
physician seen by the patient. 

History: B. W., a 77-year-old white woman, was 
first admitted to the University of Kansas Medical 
Center on March 20, 1950, complaining of spotty 
vaginal bleeding during the previous four months. 
Four years previously she had had a similar com- 
plaint and received radium therapy. One year be- 
fore admission a diagnosis of diabetes had been 
made and she was placed on a diet without insulin. 
She had lost 30 pounds while on this diabetic diet. 
Her blood pressure was 210/90, otherwise her gen- 
eral physical examination was relatively normal. 
Pelvic examination showed a small movable uterus 
and a four cm. mass to the left of the uterus. All 
laboratory work was normal except the glucose tol- 
erance test which was of the diabetic type. 


On March 22 a biopsy revealed carcinoma of the 
uterus and on March 28 she received 3000 mgm. 
hours of radium therapy, and again on April 9 she 
received another 3000 mgm. hours of radium. She 
was readmitted on May 26 for total hysterectomy 
and bilateral salpingo-oophorectomy. At operation 
the palpable mass on the left was a small benign cyst 
of the left ovary. Her postoperative course was un- 
eventful, with the exception of a moderate cystitis, 
and she was dismissed in good condition to be fol- 
lowed carefully. 

Dr. Boley: Since the endometrial biopsy shows 
fairly cellular stroma with acini of irregular size 
and shape, a diagnosis of adenocarcinoma was made. 
Examination of the uterus removed surgically shows 
effects of radiation but no definite cancer. 


Dr. Calkins: This patient is interesting and fairly 
typical of the kind of problem we have in dealing 
with adenocarcinoma of the uterus. The average age 
of patients with adenocarcinoma of the uterus in 
this clinic is 59 and a great many are considerably 
older. Such therapeutic problems are magnified be- 
cause one is dealing with hypertensive cardiovas- 
cular disease, nephritis, and often marked obesity, 
and to do a complete operation is a shock to the 
patient. In the treatment of carcinoma of the body 
of the uterus, surgery is much superior to roentgen 


*Cancer teaching activities aided by a grant from the National 
Cancer Institute. 
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therapy although in the patient who is completely 
unsuited for surgery, radium and x-ray are substi- 
tute forms of treatment which should be tried. As 
in this patient, the effect of the radiation therapy 
is certainly marked and possibly she was cured by 
it. On the other hand, we have had several patients 
who had smaller uteri and more radiation than this 
patient, but at operation their uteri were filled with 
active carcinoma. 

It is a strange fact that a carcinoma of the body 
of the uterus arising only a centimeter above the 
internal os of the cervix should by all means be 
operated upon, whereas a carcinoma of the cervix 
arising one centimeter below the internal os is best 
treated by radiation. There are several reasons for 
this strange fact. One is that 97 per cent of the 
cervical carcinomas are of the squamous cell type, 
whereas almost all the carcinomas of the body of the 
uterus are adenocarcinomas. It is not true, as was 
formerly thought, however, that all adenocarcinomas 
are unresponsive to radiation, whereas squamous 
cell growths are all radio-sensitive. 

The principal reason surgery gives such good re- 
sults in carcinoma of the body and such poor results 
in carcinoma of the cervix is that a carcinoma of the 
cervix, with its different vascular and lymphatic 
drainage, tends to metastasize earlier than does a 
carcinoma of the body of the uterus. The cure rate 
in this hospital for carcinoma of the cervix is 
scarcely over 30 per cent, whereas, in carcinomas of 
the body of the uterus, in those operated upon, it 
is considerably over 60 per cent and almost 60 per 
cent when treated by radiation. 

Dr. Helwig: Sometimes we see adenocarcinomas 
in which it is impossible to be certain whether they 
arise in the lower uterine segment and involve the 
cervix secondarily, or whether they are primarily 
cervical. Dr. Calkins, what do you do under those 
circumstances? 

Dr. Calkins: I treat them as cervical tumors. 

Dr. Helwig: How do you feel about prolonged 
menstruation, therapeutic radiation for benign bleed- 
ing and prolonged administration of estrogenic sub- 
stancés as possible etiological factors in the develop- 
ment of carcinoma of the corpus of the uterus? 

Dr. Calkins: We don’t know too much about any 
of those things. Carcinoma of the body of the uterus 
is more common in women who have had hyper- 
estrinemia throughout their active sex life. It is 
difficult to see just how that brings about the car- 
cinoma since it does not develop until after she has 
passed the menopause. The incidence of carcinoma 












oY, Vases the condition under 
treatment is an acute infec- 
tion, a bowel upset, an injury or a 
metabolic derangement, nutrition is 
always a primary factor in therapy. 
Regardless of other indicated measures, 
nutritional adequacy is essential for 
prompt recovery. 

When dietary supplementation is the 
indicated means of increasing the nutri- 
ent intake, the food drink, Ovaltine in 
milk, can prove highly beneficial. Pro- 
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of the uterus is much higher in women who have 
fibroids in their uteri than in other women. It is 
controversial whether previous administration of 
radium or x-ray causes a tendency for the uterus to 
develop a carcinoma later. 

Dr. Helwig: I frequently see typical estrogenic 
endometrial hyperplasia with a history of bleeding 
following therapy with little white pills obtained 
from the druggist. 

Dr. Newman: As yet there is no proof that 
estrogens afe a Carcinogenic agent in the human. 
They cun produce carcinoma in some animals. Dur- 
ing the past few years, there are examples of cases 
in the literature where the patient received large 
doses of estrogen during a long period of time and 
subsequent to that treatment developed carcinoma 
either of the cervix or of the body of the uterus. 

I think the first case of that type to appear in the 
literature was one reported in July, 1946.! 

In this particular instance the woman had received 
a bilateral ovariectomy at an early age and subse- 
quent to that time over a period of 16 years had 
been subjected to estrogenic therapy and developed 
adenocarcinoma of the body of the uterus. One can 
argue whether she might have developed it if she 
had never had the estrogens. There are several in- 
stances in the literature? where carcinoma of the 
breast has occurred following estrogenic therapy. 
There are even two or three instances? of carcinoma 
of the cervix in which one might suspect that the 
patient had developed a carcinoma following estro- 
genic therapy. 

Although the matter is not yet settled, I deplore 
such estrogen therapy in women past 35 because in 
a review of the cases in this hospital on whom we 
have done curettements for post-menopausal bleed- 
ing, we discovered that at least one-third of those 
curettements were required because the patient de- 
veloped bleeding subsequent to estrogenic therapy. 
One must do a curettement on these patients when 
they develop their bleeding, and if one keeps in 
mind the fact that estrogen is a growth stimulating 
hormone, and as long as there is an endometrium, 
it is going to react to estrogen be that patient 35 or 
85. If you look at that endometrium under the 
microscope after prolonged estrogenic therapy you 
will become convinced that it is not good treatment. 

Dr. Helwig: What is the relationship of hyper- 
plasia to carcinoma of the endometrium, and is 
hyperplasia a pre-cancerous lesion? 

Dr. Boley: Dr. Hertig?» 4 followed a series of 
cases of carcinoma of the uterus that had been 
’ biopsied as long as 1-23 years previously. Most of 
these patients with carcinoma showed hyperplasia, 
atypical change and loss of the stroma from six to 
13 years before their carcinomas developed. The 
inverse of this statement that those who have atypi- 
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cal hyperplastic endometria develop carcinoma is 
not established. 

_ Student: Does adenocarcinoma of the cervix 
metastatize as early as squamous cell carcinoma of 
the cervix? 

Dr. Calkins: In my experience, even earlier. 

Dr. Helwig: Adenocarcinoma of the cervix is 
relatively infrequent as compared with squamous 
cell carcinoma. There are about 10 times as many 
squamous cell carcinomas of the cervix as adeno- 
carcinomas of the body and about 10 times as many 
adenocarcinomas of the body as adenocarcinomas 
of the cervix. 

Tumor Conference Case No. 50-53 

History: G. K., a 60-year-old white married 
woman, entered the hospital on June 9, 1950, com- 
plaining of vaginal bleeding of varying amounts for 
six months and a weight loss of 10 pounds in the 
six weeks before admission. She had noted a pro- 
gressively enlarging abdominal mass during the 
several years before admission and her physician 
told her she had fibroids of the uterus. Pelvic ex- 
amination showed a tumor the size of a billiard ball, 
pedunculated, bleeding, necrotic and protruding 
through the cervix. Her temperature ranged to 103 
degrees. On June 14, 1950, the pedunculated 
growth was removed and the biopsy report was 
sarcoma. Accordingly, the patient was later sub- 
jected to a complete hysterectomy and salpingo- 
oophorectomy. At operation, an ovarian tumor was 
present that was attached to the fundus of the uterus 
and there were multiple peritoneal implants. 

Dr. Boley: The biopsy shows a cellular tumor 
composed of spindle shaped cells with abundant 
mitotic figures. The endometrium and one of the 
small implants taken from the peritoneum at the 
second operation are composed of the same type of 
sarcomatous cells. The ovarian tumor is cystic and 
contains calcified, laminated masses, psammoma 
bodies, which are frequently found in ovarian tu- 
mors. We are dealing with two tumors in this 
individual, one an endometrial sarcoma that has im- 
planted over the peritoneal surface, the other a 
cystadenocarcinoma of the ovary which has invaded 
into the myometrium especially at the area of at- 
tachment. 

Dr. Calkins: Sarcomas which develop as de- 
generative processes in previously existing fibro- 
myomas are cured in a high percentage of cases. 


‘On the other hand, sarcomas developing inde- 


pendently in the endometrium have a very poor 
prognosis. If anyone is able to cure a single case in 
a lifetime he has done well. Dr. Boley tells us this 
is a sarcoma of the endometrium. We questioned 
doing a complete operation on this patient as she 
had a sarcoma of the endometrium with implants 
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evident at the time of operation. I feel, however, 
that if the patient can tolerate the operation it 
should be done because with a complete operation 
and careful postoperative radiation one might some- 
time cure a patient. 

Dr. Helwig: I can’t agree with Dr. Calkins. My 
experience with uterine sarcoma, be it endometrial 
or arising in a fibroid, has been disappointing. I 
think one reason for the disparity of figures on this 
subject is that quite active and highly cellular 
myomas have frequently been classified as sarcomas 
when they were benign.’ When we see wild, un- 
qualified sarcomatous transformation in a fibroid, 
the outlook in my experience has been bad, although 
trying to do something for the patient is certainly 
justified. I've known of a few patients with bloody 
ascites from bilateral cystadenocarcinoma of the 
ovary in whom definite implants were present, and 
the simple removal of the bilateral growth resulted 
in a spontaneous involution of the implants. The 
few sarcomas I have seen irradiated have not re- 
sponded. 

Dr. Boley: McFarlane® has reviewed 42 cases of 
sarcoma of the endometrium. His five-year arrests 
were poor. Among those from 1939 to 1944, all 
were dead before his paper was written. Previous 
to that time there were only 75 per cent fatalities, 
and some may question whether all the survivors 
originally had malignant tumors. When they are 
large enough to produce symptoms, it is often diffi- 
cult to tell whether such tumors arise from the 
myometrium, endometrium or stroma of blood ves- 
sels. 
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Survey of Membership 


A survey of the membership of the Kansas Med- 
ical Society is presented in outline form in a recent 
A.M.A. release, based on information compiled for 
the 1950 directory of physicians. In this release phy- 
sicians are classified according to type of practice 
and listed in totals for the state as a whole and for 
each county. 

The tabulation shows 2,039 physicians in Kansas 
and 1,524 members of the Kansas Medical Society, 
855 of whom are fellows of the A.M.A. General 
practice, defined as praetice by those not listing a 
specialty when furnishing directory information, 
occupies the attention of 837. Practice is limited to 
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a specialty by 450. There are 319 who give special 
attention to a specialty but do not so limit their 
practices. Hospital services are administered by 259 
physicians and government services by 47. The 
chart shows 25 Kansas physicians not in private 
practice and 102 who have retired or are not prac- 
ticing. 

Figures for the country as a whole, the United 
States and dependencies, are as follows: total num- 
ber of physicians, 202,683; members of component 
county societies, 145,517; fellows of the A.M.A., 
78,871; general practice, 73,724; practice limited to 
specialty, 55,298; special attention to specialty, 
23,331; not in private practice, 6,716; retired or not 
in practice, 9,732; hospital service, 29,378; govern- 
ment services, 4,504. 





Policy on Military Hospitals Changes 


The VA will discontinue sending VA patients to 
the majority of military hospitals in continental 
United States, except in emergencies, according to a 
recent announcement by the Department of Defense 
and the VA. This has been necessitated by increasing 
requirements for medical personnel in the Korean 
military operation, the flow of military casualties 
from that area to the United States, and the rapid 
expansion of military forces in this country. 

Army hospitals will continue to care for veteran 
patients now hospitalized. It is expected that nor- 
mal attrition through discharge of these patients 
upon completion of treatment will remove prac- 
tically all of them from Army hospitals within six 
weeks. 

Agreement has been reached between the VA 
anid:the Department of Defense to make an excep- 
tion’ of tuberculosis beds at Fitzsimons General Hos- 
pital, where the VA ‘has 325 patients. The exception 
was granted because of the greatly increased load of 
tuberculosis patients the VA is required to care for 
because of recent laws liberalizing service-connec- 
tion for World War II veterans and an executive 
order requiring the VA to care for retired military 
and naval personnel suffering from chronic dis- 
eases. 





Medical Film Available 


A new medical film, “The Male Sex Hormone,” 
second of a series on endocrinology produced for 
Schering Corporation, is now available to medical 
groups throughout the country. Running 24 min- 
utes, the film presents'the physiology and the 
clinical aspects concerned with hormone _inter- 
action in the male. Applications for showing the 
film may be addressed to Medical Service Depart- 
ment, Schering Corporation, 2 Broad Street, Bloom- 
field, New Jersey. 
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vA RESPONSIBILITY 


CLINICAL PATHOLOGY 
PATHOLOGIC ANATOMY 


DUNCAN LABORATORIES 


Established 1924 


909 Argyle Bldg. KANSAS CITY 6, Mo. 
230 Frisco Bldg. JOPLIN, MISSOURI 


RALPH EMERSON DUNCAN, M.D. 





In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 
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Editor's Note. This is the 14th of a series of ar- 
ticles dealing with federal compulsory health imsur- 
ance. These are designed to give the physician 
factual information and relable data which may be 
used in the preparation of articles or speeches on 
this important subject. Additional material will be 
presented in subsequent issues. 


The Hoover Report 

The Commission on Organization of the Execu- 
tive Branch of the Government, known as the 
Hoover Commission, recommended many altera- 
tions under a variety of headings. One deals with 
federal medical services. Certain proposals in this 
section of the report have been misconstrued to 
give them a meaning almost opposite to what ap- 
parently was intended. This section of the Hoover 
Commission report is summarized telow to give the 
physician accurate information on this important 
and frequently controversial topic. 

Early in 1949, the federal government was as- 
suming varying degrees of medical care for 24 mil- 
lion persons—one-sixth of the total population. Of 
this number 18.5 millions were veterans. Some 46 
federal agencies were spending 1.25 billions for 
health and medical services, an increase of 500 per 
cent over the amount spent in 1940 and a 20 per 
cent increase over 1947. The Veterans Adminis- 
tration alone spent as much in 1949 as all 46 agen- 
cies spent in 1948. 

The Veterans Administration operates more than 
100,000 hospital beds and estimates that 300,000 
will be needed by 1980, even if there are no further 
wars. Even now medical manpower cannot be ob- 
tained to staff the current facilities. It was found, 
by way of example, that there are 13 federal hos- 
pitals in the San Francisco area, having a total of 
9,900 beds. Proper integration of these hospitals 
would permit the closing of seven, and even after 
transferring those patients, the remaining six hos- 
pitals would be only 54 per cent occupied. 

The current Veterans Administration hospital 
building program will cost 1.1 billions at a per bed 
rate of $20,000 to $50,000, while private hospital 
construction is estimated to cost $16,000 per bed or 
less. Moreover, the Veterans Administration pro- 
gram is poorly planned, often containing elaborate 
recreational facilities which cannot be utilized by 
bed patients. Many hospitals are planned for loca- 
tions in areas where it is known that it will be dif- 
ficult, if not impossible, adequately to staff them. 

The average patient's stay in government hos- 
pitals is two or three times as long as the average 
stay in private hospitals for comparable conditions. 





The commission found that a person undergoing an 
appendectomy in a voluntary general hospital stayed 
an average of 7.8 days while in a Veterans Admin- 
istration hospital the average stay, for the same 


operation, is 14.3 days. 


It is stated that the federal obligation of persons 
being cared for is not clearly defined. For example, 
900,000 dependents of army and air force personnel 
are being given complete medical care, virtually 
free of charge, on no basis other than a provision 
which appeared in an appropriation act over 60 
years ago, authorizing medical officers to care for 
dependents “whenever practicable.” A law author- 
izes veterans with non-service connected disabilities 
to go to a veterans hospital only if a bed is available 
and if the veteran makes a statement to the effect 
that he is unable to pay for the cost of such care. It 
was found by the Hoover Commission that “100,000 
Veterans Administration hospital beds have been 
built or authorized which serve no purpose except 
deliberately to make beds available for non-service 
connected cases.” The pauper’s oath was found to 
be loosely applied. The veteran was considered to 
be unable to pay if that question on his report was 
left unanswered. 

The Hoover Commission also made a number of 
recommendations regarding medical problems, of 
which only a few will be outlined here. The com- 
mission recommends that there shall be established 
a United Medical Service as an independent admin- 
istration of the government. It should be headed by 
a professional career director general and should 
have at least three main divisions: (1) Medical 
Care, (2) Public Health, (3) Research and Train- 
ing. 

Under the medical care section should come the 
operation of all general hospitals of the armed forces 
and all Veterans Administration hospitals with the 
exception that each branch should retain one teach- 
ing and research hospital and all their overseas es- 
tablishments. The federal hospital program should 
be integrated with private hospital construction to 
prevent overlapping and disastrous competition. Re- 
garding beneficiaries, the commission recommended 
that all services should be governed by the same 
policy. If medical care for dependents is to be given, 
it should be thought of as added pay. If this is the 
purpose, and care for dependents is given for acute 
conditions, the commission recommends that the 
government pay the cost of this care to community 
facilities or provide health insurance in a non-profit 
insurance plan for such dependents. With reference 
to veterans with non-service connected conditions, 
services should be provided in federal or community 
facilities, whichever can give this service more ef- 
ficiently. The question of how much the govern- 
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A U oe EO M Y ir N CRYSTALLINE 
in Tularemia 


Tularemia, which is a serious problem in many parts of 
this country, can be successfuily treated with aureomycin. 
All types of tularemic infection, with or without complications, 
respond promptly to the administration of this antibiotic. 
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infections: acute amebiasis, bacterial and virus-like infections of the eye, 


bacteroides septicemia, boutonneuse fever, acute brucellosis, common infec- 


tions of the uterus and adnexa, resistant gonorrhea, Gram-positive infections 
(including those caused by streptococci, staphylococci, and pneumococci), 
Gram-negative infections (including those caused by the coli-aerogenes 
group), granuloma inguinale, H. influenzae infections, lymphogranuloma ve- 
nereum, primary atypical pneumonia, psittacosis (parrot fever), Q fever, 
rickettsialpox, Rocky Mountain spotted fever, subacute bacterial endocarditis 
resistant to penicillin, surgical infections, tick-bite fever (African), and typhus. 
Capsules: Bottles ch tims ach capsule. Bottles pean ach copsle 

Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled wat 
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ment owed its veterans is not the function of the 
commission, but it also suggested the utilization of 
insurance to cover those persons. It further recom- 
mends that one hospital in an area can serve the 
members of all branches of the armed forces rather 
than setting up separate hospitals for each. The re- 
port states that “this radical departure from tradi- 
tional functions is proposed, not merely to save 
money, but also it is the only means by which high 
cost care can be maintained with the present short- 
age-of doctors in federal service. Furthermore, it 
would provide better medical protection in time of 
war.” 

Among other points was the recommendation for 
a unified medical supply system and the necessity 
for strong controls to protect the public against “un- 
inhibited expansion of federal medical expense...” 
Also under consideration came the question of fed- 
eral aid to medical education. More study was rec- 
ommended before any suggestions should be made. 
The primary interest, however, came under the head- 
ing of research. This is mentioned repeatedly in the 
report as shown in the following excerpts: “We 
must ‘not just treat patients. We must, and to a 
large degree we can, if we will, control disease... 
Transcending in importance any of our other rec- 
ommendations, is the need to outflank disease by 
giving the highest priority to research, preventive 
medicine, public health and education.” 





Red Cross Accepts Military Request 


The American Red Cross has accepted a request 
by the Secretary of Defense that it become the 
official agency for the procurement of blood for the 
armed forces when such blood and its derivatives are 
needed. At present 34 regional blood centers and 
46 mobile units are operating in the Red Cross 
blood program, collecting approximately 63,200 
pints of blood per month for civilian use. They are 
serving more than 1,900 hospitals in 38 states, and 
are so established that they can be swung imme- 
diately into high gear in event of a national emer- 
gency. The regional blood center in this locality is 
at Wichita. 





Model Law for Mental Hospitalization 


A model law covering procedures for hospitaliz- 
ing persons who are mentally ill has been prepared 
by the Federal Security Agency at the request of the 
National Advisory Mental Health Council, accord- 
ing to an announcement from the agency. It is de- 
signed to protect the rights and health of mentally 
ill patients. Copies have been sent to the governors 
of all states with a suggestion that they be made 
available to legislative bodies. 
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The Federal Security Agency Press Service or the 
National Institute of Mental Health, Public Healt! 
Service, Bethesda 14, Maryland, will supply ccpie: 
of the model law on request. 





COUNTY SOCIETIES 


The first fall meeting of the Shawnee County 
Medical Society was held at the society offices Sep- 
tember 5. Mr. Harvey T. Sethman, executive secre- 
tary of the Colorado State Medical Society, was 
guest speaker. He discussed the formation and oper- 


ation of grievance committees. 
* * * 





The Lyon County Society held its first meeting 
of the fall on September 5. Dr. Albert N. Lemoine, 
Jr., Kansas City, Missouri, spoke on “The Red Eye.” 

* * * 

The Southeast Kansas Medical Society met Sep- 
tember 13 at Coffeyville with members of the 
Montgomery County Society as hosts. The following 
officers were elected: president, Dr. F. A. Moor- 
head, Neodesha; secretary-treasurer, Dr. C. E. Stev- 
enson, Neodesha. A paper on allergic diseases was 
presented by Dr. O. R. Withers of the University 
of Kansas Medical Center. 

* * * 

Members of the Cowley County Society were 
guests of the Kay-Noble Society in Ponca City, 
Oklahoma, at a dinner meeting last month. Three 
speakers from the Oklahoma Research Foundation, 
Oklahoma City, presented the scientific program. 





DEATH NOTICES 


CHESTER LEROY PATTON, M.D. 

Dr. C. L. Patton, 77, an active member of 
the Lyon County Society, died August 27 at 
his home in Emporia after suffering a cor- 
onary thrombosis. A graduate of Ensworth 
Medical College, St. Joseph, Missouri, in 1904, 
Dr. Patton first practiced in the Indian terri- 
tory now a part of Oklahoma, and later at 
Olpe. In 1926 he moved to Emporia and con- 
tinued to practice there until his death, spe- 


cializing in obstetrics. 
* * * 


WILLIAM HENRY ELKINS, M.D. 

Dr. W. H. Elkins, 83, an honorary member 
of the Shawnee County Society, died at his 
home in Topeka September 1. He had served 
as surgeon at the Santa Fe Hospital in To- 
peka from 1920 until 1945, when he retired. 
He was a graduate of Barnes Medical College, 
St. Louis. 
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Dancinc 1s EASY—once you learn 
what steps to take. 


The same holds true for saving 
money for the future. 

It will take approximately two min- 
utes to find out how you can invest in 
either one of the two automatic plans 
offered by U.S. Savings Bonds. 

Inquire at your place of business 
about the Payroll Savings Plan. Learn 
how easy it is to put aside savings for 
Bonds right from your paycheck. 


Or, if you have a checking account, 


ask at your bank. They’ll explain all 
about the Bond-A-Month Plan, in 
which you use your checking account 
as a means for investing in U.S. Sav- 
ings Bonds. 


Both plans are simple, and call for 
no effort on your part. 


Both plans add up to the same thing 
—money to live on in the future. 


So start finding out about them. 
Remember, it only takes two minutes 
today to learn how you can make your 
tomorrows a lot more carefree! 


Cutting is aunt souing—US. Savings Bond 
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CAPPER PRINTING CO.., Inc. 


912 Kansas Avenue 
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BLUE SHIELD 








Telling the Blue Shield-Blue Cross Story 

It has been well established in business that any 
organization which wishes to sell its services and 
make them available to more people must con- 
tinuously tell its story to the public. In spite of the 
many criticisms of American advertising it is gen- 
erally held that without widespread advertising of 
services and products our American economy would 
not have developed as rapidly as it has. 

In the early stages Blue Shield-Blue Cross plans 
throughout the country were reluctant to make ex- 
penditures for advertising. Even as late as 1945 the 
issue of advertising by plans was still controversial 
and only a few plans at that time had embarked 
upon any program of paid space. In the last few 
years, however, one plan after another has come into 
the fold of using paid advertising to tell its story to 
the public. It is believed that a well planned pro- 
gram of advertising for Blue Shield-Blue Cross re- 
sults in more widespread enrollment, lowering of 
enrollment costs and a better general understanding 
of the plans by the public. 

In Kansas paid advertising has been used by Blue 
Shield-Blue Cross for quite a few years. Out of this 
background there has been developed a consistent 
policy of regular institutional advertisements which 
appear, at present, once each month in some 125 
daily newspapers throughout the state. In addition 
to the institutional program Blue Shield-Blue Cross 
utilize paid space for all of the community enroll- 
ment campaigns conducted in the counties and cities. 

In recent months the advertising program of Blue 
Shield-Blue Cross has been built around seven or 
eight major themes. Each ad headlines one of the 
major themes and introduces some of the other 
themes as subsidiary parts of the ad. These major 
advertising themes are as follows: 

1. Physicians and hospitals support an endorse- 
ment of the plans. 

2. Emphasis on the flexibility of Blue Shield- 
Blue Cross in meeting real need rather than pro- 
viding limited cash payments. 

3. A voluntary solution to the financing of health 
care rather than a governmental solution. 

4. Equal protection for all members of the fam- 
ily. 

5. The privilege of a Blue Shield-Blue Cross 
member to continue his protection after he leaves 
his place of employment. 

6. Non-profit operation with low operating 
overheads. 

7. The frequency of the need for hospitalization 
—one family in three has hospital-medical bills each 
year. 








8. Emphasis on the aim of Blue Shield-Bluc 
Cross to protect the member against the larger bill: 
rather than the merely average bills. 

As stated above several of these themes ar 
worked into each advertisement. However, th« 
headline of the advertisement stresses one theme a 
a time. For example, in a recent ad which was de 


-signed to show the public that Blue Shield-Blu: 


Cross helps to meet major expenses the headline or 
the advertisement read: “My doctor said I had t 
have an operation.” The sub-headline in the ad wa 
devoted to showing that Blue Shield-Blue Cross paix 
substantial amounts of the total bills of the hospita 
and the doctor. 

Another ad on this theme was headlined: “The 
doctor ordered laboratory and penicillin.” The story 
in the ad went on to show that the Blue Shield-Bluc 
Cross member need not worry about expensive lab- 
oratory services, penicillin, aureomycin, oxygen and 
other special services of the hospital. 

In community enrollment advertising, carried 
on during the enrollment period of an active cam- 
paign, a key ad is the one sponsored by local county 
medical societies. A headline of one of the ads used 
in the Topeka enrollment was as follows: “What 
do doctors think of Blue Shield (A Message from 
the Shawnee County Medical Society) .” 

The institutional program which includes an ad 
each month is timed so that the ad appears between 
the first and tenth of any month. It is believed that 
this reminder of the value of Blue Shield-Blue Cross 
helps to resell membership as well as to pre-sell po- 
tential new members. 

During the summer months Blue Shield-Blue 
Cross ran an ad based upon the polio protection 
offered by the plans. The polio ad resulted in a con- 
siderable amount of comment and the ad was repro- 
duced in full in news bulletins and on bulletin 
boards by many of our groups. The ad stressed the 
fact that Blue Shield-Blue Cross provide the same 
protection against polio as they provide against any 
other illness requiring long hospitalization. The 
copy in the ad used some figures supplied by the 
Kansas State Board of Health informing people of 
the frequency of polio, and it also stated the amount 
Blue Shield and Blue Cross had paid for polio dur- 
ing the preceding year. 

It is the frequent complaint of physicians that 
Blue Shield-Blue Cross members fail to understand 
completely the benefits to which they are entitled 
and that many are under the impression that the 
services are greater and broader than they actually 
are. It is clear that some people will always mis- 
understand whatever statements are made, either ora! 
or written. The policy of the plans has been to state 
all services and limitations as clearly as possible both 
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in our literature passed out to potential members 
and in meetings with potential members. Neverthe- 
less, many people will try to read into the written 
contract an interpretation favorable to themselves. 
It is difficult for a person expecting benefits to be 
unbiased as to what he thinks he should receive. 
Every effort is made to improve this situation 
through a widespread educational program, a part of 
which is the advertising we have been discussing. 
We believe that most doctors will understand first 
that it is necessary to present Blue Shield-Blue Cross 
services in a positive, attractive manner. Therefore, 
our ads will necessarily present the beneficial side 
of the Blue Shield-Blue Cross story. On the other 
hand by keeping the statements about the plans in 
balance with the available protection it is felt that 
there will be no cause for complaint against the 
tone and motive of the advertising program. 


ACTIVITIES OF MEMBERS 


Dr. W. O. Nelson, Lawrence, was elected chair- 
man of the board of the Bert Nash Mental Health 
Clinic at Lawrence recently. Dr. J. M. Mott was 


reappointed secretary of the group. 
* * * 














Dr. Paul Schafer, chairman of the department 
of surgery at the University of Kansas School of 
Medicine, recently returned from a trip to Japan. 
He was one of ten specialists from this country sent 
to Japan to teach medical educators there the latest 
American techniques in the field of medicine. 

* * * 

Dr. John B. Parmley, Wichita, has accepted a 

two-year residency at the Charity Hospital in New 


Orleans. 
* x * 


* * * 


Dr. J. D. Gough, Chanute, has been appointed 
health officer of Neosho County, replacing Dr. 
J. N. Sherman, Chanute. 

* * * 

Dr. Robert E. Hull, Sedan, formerly of Wichita, 
went to San Diego, California, last month to begin 
active duty at the U. S. Naval Hospital there. He 
had been practicing in association with Dr. L. Claire 
Hays in Cedar Vale and Sedan. 


* * * 


Dr. Francis Stone, Fort Scott, reported at Fort 
Riley last month for assignment to active duty in 


the Army medical corps. 
* * * 


The Hertzler Clinic, Halstead, announces that 
Dr. Robert P. Stoffer is now a member of the staff, 
specializing in internal medicine. He is a graduate 
of the University of Kansas School of Medicine and 
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until recently was serving in the medical departmen: 
of the Navy. 
* * * 
Dr. V. Dale Alquist, formerly of Wichita, is now 
at the Veterans Administration Hospital at Wads- 
worth. Be ae 


Dr. J. H. Enns has completed a residency in 
ophthalmology in Kansas City and has returned to 
practice in Newton. 

* * * 

Dr. H. H. Jones, Sr., Winfield, addressed the 
Kansas Chapter of the American Association of 
Medical Record Librarians at a meeting in Winfield 
last month. 

* * * 

Dr. Fred M. Tetzlaff of the Menninger Clinic, 
Topeka, has been called to active service with the 
Army and is awaiting orders. 

* * * 

Dr. H. Wallace Lane, director of the Butler- 
Greenwood health department, has been granted a 
year's leave of absence for a graduate course in pub- 
lic health at Johns Hopkins Medical School, Balti- 
more. His work in Kansas will be taken over by 
Dr. Richard Reese, a 1949 graduate of the Univer- 
sity of Kansas School of Medicine. 

* * * 

Dr. Michael Scimeca, Caney, was principal 
speaker at a meeting of the Caney P.T.A. Septem- 
ber 15. He spoke on “Immunization of the Grade 
School Child.” 

* * * 

Dr. Frank X. Lenski, Iola, announces that his son, 
Dr. Frank X. Lenski, Jr., is now associated with him 
in practice. The younger Dr. Lenski is a graduate 
of Northwestern University Medical School and was 
recently released from service with the Navy med- 
ical department. 

* * * 

Dr. Austin J. Adams, Wichita psychiatrist who 
was called to active duty in the Navy recently, has 
received an indefinite deferment and has returned 
to Wichita. 

* * * 

Dr. Gerhart R. Tonn, Wichita, delivered the ad- 
dress at graduation exercises for nurses at Wesley 
Hospital, Wichita, September 1. 

* * * 

Dr. Shirley Clark, Topeka, who spent four years 
in the Army medical corps in World War II, re- 

Dr. J. D. Colt, Sr., Manhattan, was the subject of 
a feature article published in the Board of Health 
news letter and in the Manhattan Mercury-Chroni- 
cle last month. Although he retired from practice 
several years ago, Dr. Colt has recently been active 
in fly and rat control programs in the city. 
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An Observation on the Accuracy of Digitalis Doses 


Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
s.w of the great powers of this plant, the more it 
s-emed necessary to bring the doses of it to the 
gveatest possible accuracy.”* 


‘To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
lcaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 
accuracy”. 


Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 


02 


to dosage and therapeutic effect.”* 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until the desired therapeutic 
level is reached. 

Average maintenance dose: 1 tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
1. Withering, W.: An account of the Foxglove, London, 1785. 


2. Rimmerman, A. B.: Digilanid and the Therapy of Congestive 
Heart Disease, Am. J. M Sc. 209: 33-41 (Jan.) 1945. 


Literature giving Senter details about Digilanid and Physician's Trial 
Supply are available on request. 
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ported to Fort Warren, Cheyenne, Wyoming, Octo- 
ber 13. He is assigned to duty at Lackland Army 
Air Base, San Antonio, Texas, with the rank of 


major. 
* * * 


Dr. James E. Hill, who has been a member of the 
staff of the Hatcher Clinic, Wellington, for the past 
10 years, has joined the staff of the Arkansas City 
Clinic. He will specialize in ophthalmology. 

* * * 


Dr. G. W. Morgan, who has practiced in Savon- 
burg for 37 years, was guest of honor at a com- 
munity dinner there on September 17. 








THE KANSAS PRESS LOOKS 
AT MEDICINE 








Bevan Dodges 

A number of high officials in the British labor 
government, which put Britain’s socialized medi- 
cine program into effect, do not use socialized med- 
ical facilities when they personally need a doctor’s 
care, according to “Medicine Today and Tomorrow,” 
organ of the British Socialist medical association. 

The magazine made its statement while scolding 
Foreign Secretary Ernest Bevan for having two 
minor operations in a private hospital not operated 
by the health service. He preferred to pay his own 
bill rather than use the service set up for the gen- 
eral public. 

“He is not the only person prominent in the 
Labor movement who has gone outside the na- 
tional health service,” said the magazine—E/ Dorado 
Times, August 21, 1950. 

* * * 
Not the Time 

Even without the war in Korea, Congress has 
been cool toward Mr. Truman’s welfare state ideas. 
With fighting on a limited scale in the Far East and 
the whole world situation a precarious one, it is 
pretty emphatic in its attitude toward social ex- 
periments at this time. 

The House turned down by a rousing 249 to 71 
vote a plan submitted by Mr. Truman to create a 
new department of health, education and security 
headed by Oscar Ewing, chief advocate of govern- 
ment medicine. 

That vote is a body blow to'the administration any 
direction in which it is viewed. Democrats have a 
majority in the House. The advantage simply faded 
into thin air when the roll was called on the health 
plan. 

Ewing has been extremely vocal in his demands 
for a government medicine program. Opponents 
call it a plan of socialized medicine. Ewing himself 
isn’t too sure what he want, except government con- 


trol over doctors and patients alike. He first urged 
adoption of the British scheme of socialized medi- 
cine. That has worked so dismally, Ewing was forced 
to change his tune. 

The American system of mediciné isn’t perfect 
It is far better than anything else in the world. The 
chief complaint has not been against the standards 
of medicine, but the cost. Voluntary hospital and 
health insurance plans appear to be the best answer 
They are growing by leaps and bounds, would grow 
more with encouragement from Washington. 

The present condition of the federal treasury 
ought to be evidence that it is not possible to get 
something for nothing. There can be no “free” medi- 
cal treatment without the taxes to go with it, and 
then it isn’t free. Even in a most prosperous year, 
the treasury is spending more than it takes in and 
demands of the Korean war will put an even greater 
—and necessary—strain on the fiscal structure. 


This is plainly no time for creation of new 
schemes to spend undetermined amounts of money 
merely to satisfy the whims and ambitions of those 
in Washington who want to perpetuate themselves 
in office. The country is in no mood for that, and 
neither is Congress.—Parsons Sun, July 12, 1950. 

* * * 


Doctor Draft 


The three services are far short of doctors and 
dentists enough to keep pace with their expanding 
size. The response to an appeal for volunteers has 
been almost nil. Coriscription becomes a necessity 
in this circumstance and Congress is rushing through 
legislation to authorize it. 

There are more than 6,000 young doctors in prac- 
tice today who during and since the last war re- 
ceived a special obligation and obviously are the 
first who should be called. They should suffice for 
immediate mobilization needs. 

Beyond that there are two ways of filling military 
requirements. One is to dip further into the civilian 
professional field. The other is to utilize the waste 
medical manpower already in the services. 

The waste lies in the three separate medical and 
nursing corps maintained by the army, navy, and 
air force, respectively. Were those three services 
completely consolidated one MD in uniform would 
do the work to which two or three are now assigned 


The need for this consolidation has been rec 
ognized for several years and recommendations hav« 
been made for plans of action. Unfortunately noth 
ing yet has -been done. It will be argued that it is 
now too late to effect such a reform. With equa 
truth it can be stated that the time is so late w: 
cannot afford not to do it—Chanute Tribune, Au 
gust 30, 1950. 
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POSTGRADUATE COURSE IN OBSTETRICS, GYNECOLOGY AND PEDIATRICS 





November 7, 8, 9 & 10, 1950 
UNIVERSITY OF KANSAS MEDICAL CENTER, KANSAS CITY 


FACULTY 

Guest Instructors: 

WILLARD R. COOKE, M.D., Professor of Obstetrics and Gynecol- 
ogy, University of Texas School of Medicine, Galveston, Texas. 

OREN MOORE, M.D., Dean of Obstetrics, Southern Post-Graduate 
Seminar (Saluda, N. Carolina), Charlotte, N. Carolina. 

NELSON K. ORDWAY, M.D., Associate Professor of Pediatrics, 
Louisiana State Medical School, New Orleans, Louisiana. 

University of Kansas Faculty: 

LEROY A. CALKINS, M.D., Professor of Obstetrics and Gynecology. 

KENNETH E. COX, M.D., Associate in Obstetrics and Gynecology. 

THOMAS W. CRITCHFIELD, M.D., Associate in Obstetrics and 
Gynecology. 

— bs EDWARDS, D.D.S., Assistant Professor of Surgery 
(Dental). 

HUBERT M. FLOERSCH, M.D., Assistant Professor of Obstetrics 
and Gynecology 

HAROLD L. GAINEY, M.D., Assistant Professor of Obstetrics and 
Gynecology. 

THOMAS N. HALL, M.D., Assistant Professor of Pediatrics 

GEORGE V. HERRMAN, M.D., Assistant Professor of Pediatrics. 

PAUL C. LAYBOURNE, JR., M.D., Associate in Pediatrics and 
Neuropsychiatry. 

PAUL H. LORHAN, M.D., Clinical Professor of Surgery (Anes- 
thesia). 

GEOFFREY M. MARTIN, M.D., Lecturer in Pediatrics, Public 
Health and Preventive Medicine 

ROBERT H. MAXWELL, M.D., Lecturer in Obstetrics and Gynecol- 


ogy 
HERBERT C. MILLER, M.D., Professor cf Pediatrics. 
ROBERT L. NEWMAN, M.D., Assistant Professor of Obstetrics 
and Gynecology. 
G. O’NEIL PROUD, M.D., Associate Professor of Otorhinolaryn- 


jolog 

EDWARD RABE, M.D., Assistant Professor of Pediatrics and 
Instructor in Public Health. 

PAUL W. SCHAFER, M.D., Professor of Surgery. 

RAYMOND A. SCHWEGLER, M.D., Assistant Professor of Obstet- 
rics and Gynecology. 

WILLIAM L. VALK, M.D., Clinical Professor of Surgery (Urology). 

HERBERT A. WENNER, M.D., Associate Professor of Pediatrics 

and Pathology 


SUBJECTS TO BE DISCUSSED 


TELEVISION DEMONSTRATIONS: Caesarean Section, Pelvic 
Operation, Manikin Demonstration. 

GONOCOCCAL URETHRITIS AND CERVICITIS. 

ENDOMETRIOSIS. 

FIBROIDS. 

CHRONIC VULVITIS (Including Kraurosis and Leukoplakia). 

ANEMIA IN PREGNANCY. 

MANAGEMENT OF THE THIRD STATE OF LABOR. 

BLEEDING DURING PREGNANCY. 

HYPOTHYROIDISM IN PREGNANCY. 

CAESAREAN SECTION. 

MINOR COMPLAINTS IN PREGNANCY. . 

PREVENTION OF PREMATURE BIRTH AND TREATMENT 
OF PREMATURE INFANTS. 

CLINICAL PATHOLOGICAL CONFERENCE. 

OBSTETRIC ANALGESIA AND ANESTHESIA WITH SPECIAL 
REFERENCE TO THE CHILD. 

PREVENTION OF NEONATAL INFECTIONS. 

ERYTHROBLASTOSIS FETALIS. 

THE TONSILLECTOMY PROBLEM. 

PSYCHOLOGICAL ASPECTS OF SURGERY FOR CHILDREN. 

PREOPERATIVE AND POSTOPERATIVE CARE FOR CHIL- 
DREN. 

UROLOGICAL SURGERY IN CHILDREN. 

ANESTHESIA FOR CHILDREN. 

SURGICAL PROBLEMS IN THE NEWBORN. 

EVALUATION OF EARLY IMMUNIZATION. 

COMPLICATIONS OF MENINGITIS. 

METABOLIC DISTURBANCES IN THE NEWBORN PERIOD. 

ANOMALIES AND IRREGULARITIES OF THE TEETH. 

CORTISONE TREATMENT OF RHEUMATIC FEVER AND 
RHEUMATOID ARTHRITIS. 

PRESENTATION OF INTERESTING CASES. 





























500 





ABSTRACTS FROM CURRENT 
LITERATURE 





Dorsal Spine Radiculitis 


Respiratory Manifestations of Dorsal Spine Radt- 
culitis Simulating Cardiac Asthma. By David Davis, 
Ann. Int. Med., 32:5, 954-959, May 1950. 


The author has written two previous articles deal- 
ing with this subject. 

The present communication includes details of 
three typical cases. The following complaints were 
mentioned: shortness of breath, inability to breathe, 
breathing aggravates pain, inability to breathe deeply 
enough or at all, and choking sensation. It is pointed 
out that the patients frequently complain of in- 
ability to inspire or expire or of an awareness of 
breathing. Other phrases lifted from histories are: 
“My breathing is cut off,” “I cannot take a deep 
breath,” “My chest seems fixed...I find I must 
force myself to breathe.” Most patients show no in- 
crease in respiratory rate. About 35 per cent of per- 
sons with radicular chest pain show simulations of 
respiratory distress at some time. Osteoarthritic 
spurs on the vertebrae are common observations in 
these persons. They frequently show spasm of mus- 
cles of the chest wall, and it is postulated that this 
may be related to the respiratory symptoms. 

It is stated that recognition of the spinal origin 
of this symptom will not be difficult if its possibility 
is entertained. Cardiac and psychosomatic etiology 
should receive adequate investigation because they 
may coexist with radicular pain. Radicular pain is 
more apt to appear at rest in bed, and may be ex- 
cited by thumping over appropriate vertebrae. A 
soft, sagging bed may aggravate it. Spinal traction 
and other orthopedic measures afford a therapeutic 
test. Bed boards are occasionally of benefit. 

This reviewer is convinced that the importance 
of the subject has been underestimated in many 
cases.—P. W.M. 

* * * 
Acute Intestinal Obstruction 


Advances in Diagnosis and Treatment of Acute 
Intestinal Obstruction. By Thomas A. Shallow, 
Med., 7, 166-172, Mar, 1950. 

The author attempts to show that the mortality 
in acute intestinal obstruction has decreased signifi- 
cantly in the past 15 years. He bases his observation 
on a Statistical analysis of 225 cases encountered at 
the Jefferson Medical College Hospital, Philadel- 
phia. 

He believes that the decrease in mortality is 
largely due to the efforts of Dr. Owen Wangensteen 
in the management of the problem; however, he 
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does not entirely subscribe to the conservative man- 
agement (namely Miller-Abbott suction) for « 
prolonged period. During the period of the past 10 
years, he has gradually shifted to the opinion of 
Dr. L. A. McKittrick of Boston—that acute intes- 
tinal obstruction is an emergency problem. 


He discusses the problem from the viewpoint of 
open-loop and closed-loop obstruction. In the forme: 
the incomplete, simple, and stranguiated obstruc- 
tion which usually occurs postoperatively while the 
patient is in the hospital is frequently successfully 
combatted by conservative measures. On the other 
hand, the complete intestinal obstruction which 
usually occurs months to years postoperatively and 
is due to fibrous band adhesions, constitutes the 
closed-loop obstruction. It is in this type of ob- 
struction that delay results in necrosis, perforation 
and peritonitis. 


In reviewing the symptoms, the history of initial 
colicky pain (with or without distention depending 
upon the site of obstruction) leukocytosis of 12,000 
to 20,000, and the two most important findings of 
tenderness and rebound tenderness indicating local 
peritonitis, are paramount. There is an exception 
to the latter in the case of intussusception, where 
tenderness and rebound tenderness are late symp- 
toms. 


The problem of venous mesenteric thrombosis 
occurs as a secondary manifestation, particularly in 
biliary tract disease. 


The greatest danger of delayed operation for 
acute intestinal obstruction is distention. The au- 
thor prefers to follow the McKittrick plan, which 
consists of decompression until electrolytic and 
fluid balance are achieved, and antibiotics are ad- 
ministered when surgical measures are instituted. 
The author's chief reason for these conclusions is 
the delay of 24-72 hours entailed in passing the 
Miller-Abbott tube to the site of obstruction, and 
it is during this time that a strangulated bowel may 
become necrotic and perforate. 


The author attributes the decrease of the mor- 
tality in his series to: (1) spinal anesthesia in the 
elderly patient, (2) preoperative fluid and electro- 
lytic balance, (3) the use of antibiotics, and (4) 
early operation, using the Miller-Abbott tube de- 
compression as an adjunct rather than definitive 
therapy. 

He states, “It is easier to prevent than to cure; 


early operation minimizes the risks of embarrassing 
distention, strangulation, and necrosis of the bowel. 


—J.J.H. 





November is election month. Remember to vote 
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BOOK REVIEWS 





Techniques in British Surgery. Edited by Rodney 
Maingot. Published by W. B. Saunders Company, 
Philadelphia. 734 pages, 473 figures. Price $15. 

This book comprises a number of specially se- 
lected articles on surgical subjects. It is written by 
29 leading English surgeons and edited by Rodney 
Maingot, surgeon of the Royal Free Hospital, Lon- 
don, England. It is distinctly British, reflecting the 
thoughts and practices of the contributors. Refer- 
ence is made to the work of experienced surgeons 
of other countries in various fields, but the content 
relates primarily to the personal experiences of the 
selected authors. It is interestingly presented for 
easy reading. 

Its four broad sections (Head, Neck and Spinal 
Cord; Thorax; Abdomen and Pelvis; and Extremi- 
ties) represent the only semblance of organization 
in the kook. Under each section are listed chapters 
ranging in variance from cysts of the epididymis to 
thymectomy for myasthenia gravis. From a practical 
viewpoint, some common surgical procedures are 
omitted; i.e. gall bladder surgery, although its treat- 
ment of inguinal hernia is good. Therefore, it can- 
not be used as a general reference book. The chap- 
ters on thyroid surgery, congenital defects of the 
heart, cardiospasm, aseptic intestinal anastomosis 
and bone transplants are well set down and indicate 
also the varied topics included. 

The emphasis is placed on detailed technique of 
operation with illustrations. It fulfills the editor's 
hope to place in one volume the best representation 
of British surgery as it is practiced today.—S.R.F. 

* * * 


Textbook of Gynecology. Sixth Edition. By Ar- 
thur Hale Curtis and John William Huffman. Pub- 
lished by W. B. Saunders Company, Philadelphia. 
799 pages, 466 illustrations including 37 im color. 
Price $10. 

A revised and up-to-date edition of the Curtis 
Textbook of Gynecology with excellent discussion 
of the anatomy, physiology and pathology of the 
female genital tract and related disturbances of the 
urinary and gastro intestinal systems.—R.L.N. 

* * * 

‘Plastic and Reconstructive Surgery—A Manual of 
Management. By Ferris Smith. Published by W. B. 
Saunders Company, Philadelphia. 895 pages, 592 
figures. Price $15. 

In general, this new book on plastic surgery covers 
quite well this field of surgery which is not well or 
easily defined. Multiple illustrations, mostly photo- 
graphs, show the “before and after” results nicely, 
but the techniques by which such results are accom- 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 








plished are described in fine print not infrequent! 
two pages away from the pictures, requiring som 
thumbing back and forth for understanding. 

It is not the author's purpose to make easy re 
constructive procedures to the casual operator, bu. 
to develop plans for management based upon we! 
grounded principles. There is very little gener 
discussion or historical development, references be 
ing listed in an appendix by topics, under a titk 
“Recommended Collateral Reading,” which is no 
exhaustive, but adequate for background. This book, 
of course, will be of most interest to students 0: 
plastic surgery, but is complete enough to be usefu: 
to the general surgeon confronted with some un- 
usual problems.—D.W.R. 

* * * 

A Manual of Cardiology. Second Edition. B) 
Thomas J. Dry. Published by W. B. Saunders Com- 
pany, Philadelphia. 333 pages, 95 illustrations. Price 
$5.00. 


Dr. Dry has presented a clear and concise picture 
of the problems of cardiology in this manual. The 
chapters fall in logical order, beginning with an 
excellent discussion of the normal heart and funda- 
mental considerations of heart disease and conclud- 
ing with consideration of the treatment of con- 
gestive heart failure frony various causes. Between 
these two chapters are 18 chapters devoted to the 
various types of heart disease and the problems of 
diagnosis and treatment of each. Each chapter gives 
a clear description of, physical, electrocardiographic, 
and roentgenologic findings. These findings are well 
explained by numerous illustrations. I would con- 
sider this an excellent book for medical students and 
for any physician seeking a brief review of the field 
of cardiology. —J.L.S. 

* * * 

Psychiatric Sections in General Hospitals. By 
Paul Haun. Published by F. W. Dodge Corporation, 
New York. 80 pages, 14 plans. Price $4.00. 


This concise, readable, clinically oriented and prac- 
tical presentation of a rather technical subject should 
be read with interest and profit by anyone who is 
participating in the planning of a general hospital, 
especially by hospital board members and architects, 
and the physicians who are assisting, as consultants 
and technical advisors, in the planning. — 

The reasons for including a psychiatric section in 
a general hospital are presented: the obligation of 
the hospital to its community; the practical logic ot 
giving early (and, in some cases, definite) treat- 
ment, without the stigma and the increased cost t 
the patient of treatment in a specialty hospital; the 
financial soundness, from the point of view of th: 
hospital. The book's introduction, by Dr. Karl Men 
ninger, makes the point that psychiatric facilities i: 
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a general hospital can be successfully employed even 
in small communities. 

The author stresses the importance of functional 
planning, so that the structure will be adapted to the 
best modern psychiatric practice. Many important 
details, dependent on treatment and procedures pe- 
culiar to psychiatry, are discussed. Several plans are 
given, with comments on their good and bad points. 
Although the plans shown are for psychiatric units 
of 17 to 24 beds in general hospitals of 150 to 250 
bed capacity, the general principles of planning and 
construction, based on functional considerations, 
may be applied in a psychiatric unit of a general 
hospital of any size—W F.R., Jr. 





Freud; Dictionary of Psychoanalysis. Edited by 
Nandor Fodor and Frank Gaynor. Published by the 
Philosophical Library, Inc., New York, New York. 
208 pages. Price $3.75. 


Sigmund Freud is probably the most widely mis- 
quoted and misunderstood medical writer. Many of 
Freud’s contributions are now accepted as common 
knowledge, others have been rejected, and others 
are still the source of intense controversy. To at- 
tempt to find out what Freud’s views were on a 
given topic by reading the work of others is to in- 
vite error. To search for such a topic in the 13 vol- 
umes of his own work is a tremendous task and is 


further complicated by the fact that he was con- 
tinually adding to his clinical data and revising his 
theoretical formulations. 

This book provides an alphabetically arranged ir 
dex of the major topics of Freud’s work with direc: 
quotation and reference to source. No interpretativ 
notes or comments are added, and dates of the re 
marks, which would be useful in correlating then 
both with the development of Freud’s own theorie. 
and the work of others, are not given. 

The definitions in this glossary of Freudian 
terminology have been chosen with care by author: 
well qualified to assemble this material. 

This will be a reference book of lasting value to 
the advanced student of psychiatric history and 
psychoanalytic theory. It will be of interest to a 
great number of others. It is of no direct clinica! 
usefulness and is recommended only to those who 
have a general reading knowledge of the field— 
M.T.E. 





Approximately five to seven of every 100 chil- 
dren who returned to school this fall will have a 
physical limitation, according to Dr. Alfred R. 
Shands, Jr., medical director of the Alfred I. duPont 
Institute of the Nemours Foundation. Dr. Shands 
recommends education of teachers in the proper ap- 
proach to such children, stressing friendliness, 
warmth, interest, patience, and kindliness. 











ANNOUNCING THE TWENTIETH 


WILLIAM A. ALBRECHT, Ph.D:, Nutrition, Chairman, De- 
partment of Soils, University of Missouri, Columbia, Missouri 
LOUIS H. CLERF, M.D., Otolaryngology, Professor of 
Broncho-Esophagology and Laryngology, Jefferson Medical Col- 
lege, Philadelphia, Pennsylvania. 

CLAUDE F. DIXON, M.D., Surgery, Professor of Surgery, 
University of Minnesota Postgraduate School, The Mayo 
Foundation, Rochester, Minnesota. 

NICHOLSON J. EASTMAN, M.D., Obstetrics, Professor of 
Obstetrics, Johns Hopkins University School of Medicine, 
Baltimore, Maryland. 

JOHN B. GROW, M.D., Surgery, Assistant Professor of 
Surgery, University of Colorado School of Medicine, Denver, 
Colorado. 

E. C. HAMBLEN, M.D., Medicine, Professor of Endocrin- 
ology, Duke University School of Medicine, Durham, North 
Carolina. 

HENRY N. HARKINS, M.D., Surgery, Professor of Surgery, 
University of Washington School of Medicine, Seattle, Wash- 
ington. 

EDWARD H. HASHINGER, M.D., Medicine, Clinical Pro- 
fessor of Medicine and Head of Department of Postgraduate 
Medical Education, University of Kansas School of Medicine, 
Kansas City, Kansas. 


GENERAL ASSEMBLIE! 





OKLAHOMA CITY CLINICAL SOCIETY 


October 30, 31 and November 1, 2, 1950 
DISTINGUISHED GUEST LECTURERS 


ELMER L. HENDERSON, M.D., President, AMERICAN MEDICAL ASSOCIATION, Louisville, Kenrucky 
CLINICAL YS eae CONFERENCES ROUND TS ae 


M 
POSTGRADUATE COURSES 
Registration fee of $15.00 includes all the above features 
For further information, address Executive Secretary, 512 Medical Arts Building, Oklahoma City 


ANNUAL CONFERENCE OF THE 


ELMER HESS. M.D., Urology, Chief, Urological Clinic, St. 
Vincent's Hospital, Erie, Pennsylvania. 

RULON W. RAWSON, M.D., Medicine, Director, Sloan 
Kettering Institute, Memorial Hospital, New York City. 
RALPH A. REIS, M.D., Gynecology, Professor of Obstetrics 
and Gynecology, Northwestern University School of Medicine, 
Chicago, Illinois. 

ERNEST SACHS, M.D., Newuro-Surgery, Research Associate 
Professor in Neurophysiology, Yale Medical School, New 
Haven, Connecticut. 

RICHARD G. SCOBEE, M.D., Ophthalmology, Assistant 
Professor of Ophthalmology, Washington University School 
of Medicine, St. Louis, Missouri. 


PAUL C. WILLIAMS, M.D., Orthopedic Surgery, Associate 
Professor of Orthopedic Surgery, Southwestern Medical College 
of the University of Texas, Dallas, Texas. 


JAMES L. WILSON, M.D., Pediatrics, Professor of Pediatrics, 
University of Michigan School of Medicine; Chairman of 
Department of Pediatrics and Communicable Diseases, Univer- 
sity Hospital, Ann Arbor, Michigan. 


CARROLL S. WRIGHT, M.D., Dermatology, Professor of 
Dermatology and Syphilology, Temple University School of 
Medicine, Philadelphia, Pennsylvania. 


DINNER MEETINGS 
COMMERCIAL EXHIBITS 
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Whedcroft Hospital—P. sad Colored 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 
a restful atmosphere. Accommodations vary from single rooms with or without bath to 
rooms en suite, allowing for segregation of guests. 





Detailed information furnished on request. 
Karl J. Waggener, M.D. Wendell T. Wingett, M.D. 
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Fellowship Program in Industrial Medicine 

A fellowship program for training a limited num- 
ber of industrial physicians will be started by the 
Atomic Energy Commission this fall if qualified 
candidates can be obtained. The stipend for fel- 
lows will be $3,600 during the first year, with study 
at either the School of Medicine of the University 
of Rochester, New York, or the Department of Oc- 
cupational Medicine, School of Public Health at the 
University of Pittsburgh. An additional year of on- 
the-job training may be offered later at AEC in- 
stallations with a salary of $5,000. 

Application forms may be secured from the AEC 
Industrial Medicine Fellowship Committee, Divi- 
sion of Biology and Medicine, Atomic Energy Com- 
mission, Washington 25, D. C. 





Price of Cortisone Reduced 

Merck and Company, Inc., manufacturing chem- 
ists, recently announced a reduction from $95 to 
$50 per gram in the price of Cortone, Merck brand 
of cortisone. Increased factory production makes 
the reduction possible, and permits purchase of the 
product at one-quarter the figure charged when it 
was first offered for investigational use in August, 
1949. 





Sectional Meeting of A.C.S. ; 

A sectional meeting of the American College of 
Surgeons will be held at the Hotel Statler, St. Louis, 
January 22 and 23, 1951, for physicians in Missouri, 
South Dakota, North Dakota, Minnesota, Wiscon- 
sin, Iowa, Kansas, Louisiana, Arkansas, Mississippi, 
Illinois and Indiana. There will be an additional day 
of operative clinics. Physicians who are not fellows 
of the College may attend by paying a small regis- 
tration fee. 





IMustrators’ Directory Available 

The directory issue of Graphics, the official pub- 
lication of the Association of Medical Illustrators, 
is available without charge to those requiring medi- 
cal illustration service. It contains the name, ad- 
dress, training, professional experience and _refer- 
ence to major published work of each member. 
Copies may be requested from Miss Helen Lorraine, 
Editor, 5212 Sylvan Road, Richmond 25, Virginia. 





Research Fellowship in Endocrinology 
A research fellowship in endocrinology was es- 
tablished recently at Rutgers University by Scher- 
ing Corporation, pharmaceutical manufacturers. The 
grant, valued at $2,300, is intended for the sup- 
port of fundamental research by graduate students 
in the field of steroid hormones, including the re- 
lationship between normal steroid hormone func- 

tions and the protein metabolism of the body. 
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ANNOUNCEMENTS 


October 12-14—-Course in Postgraduate Gastroenterology, National 

roenterological Association, Hotel Statler, New York City. 

Full information from Association, Dept. GSJ, 1819 Broad- 
way, New York 23, New York. 

October 23-27—36th Clinical Congress, American College of Sur- 
geons, Boston, Massachusetts. Headquarters at Statler and Cop- 
ley Plaza. Full information from A.C.S., 40 East Erie Street. 
Chicago 11, Illinois. 

October 30-November 1—Postgraduate Course in, Psychosomatic 

edicine, changed from University of Kansas Medical Center 
to Winter VA Hospital, Topeka. 

Qctober 31-November 3—Annual Assembly, International College 
of Surgeons, Cleveland, Ohio. Write International College of 
aes U. S. Chapter, 511 Terminal Building, Cleveland 13, 

io. 

November 3-18—Postgraduate Course in Diseases of the Chest, 
American College of Chest Physicians, Hotel New Yorker, 
New York, New York. 

November 6-10—Postgraduate Course in Obstetrics, Gynecology 
and Pediatrics, University of Kansas Medical Center. 

November 12-13—Seventh Annual Meeting, Southern Chapter, 
American College of Chest Physicians, Statler Hotel, St. Louis, 

issouri. 

December 5-8—American Medical Association Clinical 
Statler Hotel, Cleveland, Ohio. 

December 10-15—-36th Annual Meeting, Radiological Society of 
North America, Palmer House, Chicago, Illinois. 

December 11-13——Postgraduate Course in Therapeutics, University 
of Kansas Medical Center. 
January 8-10—Postgraduate Course 

Kansas Medical Center. 

January 22-23—Sectional Meeting, American College of Surgeons, 
Statler Hotel, St. Louis, Missouri. 

January 29-February 2—Postgraduate Course in Surgery, including 
Urology, Orthopedics and Industrial Surgery, University of 
Kansas Medical Center. 

February 12-14——-Postgraduate Course in Public Health and Pre- 
ventive Medicine, University of Kansas Medical Center. 

February 19-21—Postgraduate Course in Physical Medicine and Re- 
habilitation, University of Kansas Medical Center. 

March 19-22—Postgraduate Course in Internal Medicine, including 
Psychiatry and Dermatology, University of Kansas Medical 

ter. 

April 9-13—-32nd Annual Session, American College of Physicians, 
St. Louis, Missouri. Full information from A.C.P., 4200 Pine 
Street, Philadelphia 4, Pennsylvania. 

April 16-20—Postgraduate Course in Ophthalmology and Oto- 
laryngology, University of Kansas Medical Center. 

April 30-May 3—Postgraduate Course in Applied Neurology, Uni- 
versity of Kansas Medical Center. 

May 14-17—92nd ANNUAL SESSION, KANSAS MEDICAL SO- 
CIETY, TOPEKA, KANSAS. 
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in Radiology, University of 





CLASSIFIED ADVERTISEMENTS 


FOR SALE—G. E. Victor x-ray with developing tank and 
filing cabinet, excellent condition, $500; Hamilton examining 
table with matching instrument cabinet, treatment table and 
sterilizer table, seven chrome chairs with matching table, 
new microscope, five-ton capacity York air conditioner and 
many other articles of office equipment. Write the Journal 
33-50. 








The Neurological Hospital, 2625 


West Paseo, Kansas City, Missouri, 


a voluntary hospital providing the 


care and treatment of nervous and 
mental patients, and associate condi- 


tions. 
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You modernize constantly the equipment in 
your office to keep abreast of the times. You 
have an opportunity to modernize your Col- 
lection Department through Midland Service, 
based on facts—not opinions. It is available 
to you upon request, and with it goes the assur- 
ance it will prove highly profitable to you. 


MIDLAND 























20 W. 9th St. Bldg. Kansas City, Mo. 












INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 


ACCIDENT + HOSPITAL - SICKNESS 
EXCLUSIVELY | 







PHYSICIANS 
SURGEONS 
DENTISTS 





| 






60 TO 





COME FROM 


Seal 




















$5,000 accidental death $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 
$100.00 weekly indemnity, accident and sickness Quarterly 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN. 
ALSO HOSPITAL POLICIES FOR MEMBERS’ WIVES AND 
CHILDREN AT SMALL ADDITIONAL COST 





85c out of each $1.00 gross income used 
for members’ benefits 





$3,700,000.00 $16,000,000.00 
Invested Assets Paid for Claims 
$200,000.00 deposited with State of Nebraska for 
protection of our members 


Disability need “/ be incurred in line of duty—benefits from 
he beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 





48 years under the same management 


400 FIRST NATIONAL BANK BLDG., OMAHA 2, NEBRASKA 






Professional Protection 







Exclusively 


1899 







since 









TOPEKA Office: 
J. E. McCurdy, Rep. 
1160 College Avenue, 
Telephone 2-3027 




















THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 
SURGERY—Intensive Course in Surgical Technic, Two 

Weeks, starting October 23, November 27. 

Surgical Technic, Surgical Anatomy & Clinical Surgery, 
Four Weeks, starting October 9, November 6. 

Surgical Anatomy & Clinical Surgery, Two Weeks, start- 
ing October 23, November 20. 

Surgery of Colon, & Rectum, One Week, starting October 
16, November 27. 

Breast & Thyroid Surgery, One Week, starting October 2. 

Thoracic Surgery, One Week, starting October 9. 

Gall-Bladder Surgery, Ten Hours, starting October 23. 

Fractures and Traumatic Surgery, Two Weeks, starting 

ober 9 
GYNECOLOGY—Intensive Course, Two Weeks, starting 

October 23. 


Vaginal Approach to Pelvic Surgery, One Week, starting 
November 
OBSTETRICS—lIntensive Course, Two Weeks, starting 
November 6. 
MEDICINE—Intensive General Course. Two Weeks, start- 
ing October 2. 
Gastro-enterology, Two Weeks, starting October 16. 
Gastroscopy, Two Weeks, starting October 23. 
Electrocardiography & Heart Disease, Four Weeks, start- 
ing October 2. 
DERMATOLOGY—Formal Course, Two Weeks, starting 
October 16. 
Informal Clinical Course every two weeks. 
CYSTOSCOPY—Ten Day Practical Course every two weeks. 
PEDIATRICS—Informal Clinical Course every two weeks. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES 


TEACHING FACULTY—ATTENDING STAFF OF 
; COOK COUNTY HOSPITAL 
Address: Registrar, 427 S. Honore St., Chicago 12, Ill. 




















THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DiREcTOR 
PAUL L. WHITE, M.D., F.AP.A., 


MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 
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